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TERRIER AND HARTMAN ON TIIE IMMEDIATE AND ULTIMATE 
RESULTS OE VAGINAL HYSTERECTOMY FOR CANCER 
OF TIIE UTERUS." 

A point often lost sight of in the study of the therapeutics of 
cancer is the ultimate result of the operation performed for its radical 
cure. Several years ago one of these surgeons published the results of 
his first eighteen hysterectomies, and has kept track of them and in¬ 
cluded their present condition in this article. 

Eighteen new cases are also reported, making a total of thirty- 
six hysterectomies with eight deaths, a mortality of about 22 per cent. 

In both the old and the new series there was an error of diagnosis 
in one of the cases, therefore reducing the total number of hyster¬ 
ectomies for cancer to seventeen in each set, or a total of thirty-four 
with a mortality for cancer, as both these patients recovered, of about 
23 ]/< per cent. 

The four deaths in the first series occurred in first case from hem¬ 
orrhage on the seventh day; the second and fourth died in forty-eight 
hours of shock and hemorrhage, and the third on the third day of 
shock. 

In the second series the deaths were due to shock in a case where 
the cancerous growth had involved the bladder; twice to peritonitis. 
In the first one of the peritoneal cases a pair of forceps had pinched a 
loop of small intestine causing a perforation, and in the second 
the uterine body was everywhere adherent. Many pairs of forceps 
had to be employed, and the peritonitis seemed to originate 
from a pair of forceps that had been usej as sponge holders, being 
mistaken for a pair clamping a vessel and being left sponge and all in 
the wound. 


1 Revue de Cldrurgle, April, 1892. 
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In the fourth and last ease death resulted on the fourteenth day, 
when the patient seemed on the high road to recovery, from phlebitis 
of the lower limb. There is no death from hemorrhage in the second 
series of cases, owing to the abandonment of the ligaturing of the broad 
ligament and the employment instead of continued forci-prcssure. 

In the last operations instead of trying to include the whole of 
the broad ligament in a single pair of forceps, two and occasionally 
three were employed. The ligament being grasped in the first 
pair, this portion is cut through, thus lowering the uterus a little and 
rendering it comparatively simple to include the remaining portion of 
the ligament in the grasp of the second pair of forceps. Sponges 
have been entirely abandoned, a current of water over the wound 
being enough to cleanse the parts. 

The granulating masses projecting into the vagina are first 
curetted in order to clear the field of operation more thoroughly and 
dispose of any tendency to obstructing hemorrhage from that 
source. In considering the ultimate results of the operation, two 
cases in the first scries where the recto-uterine cul-de-sac was opened 
during curetting and the uterus removed should not be included. 

In a third case the forceps were fixed upon friable and suspicious 
tissue. 

In one of these cases the patient committed suicide shortly after 
leaving the hospital, the other two survived eight and nine months. 

Ten patients alone remain in whom the operative interference seemed 
at the time to be more serious than the condition demanded. Of 
these two arc well without any trace of recurrence, after six years and 
four months for one, and four years and six months for the others. 
Relapse occurred in the eight others at different times between one 
and one-half months and two j ears. 

In the second series there are also three incomplete hysterectomies. 
In one this was necessitated by the opening of a cul-de-sac in the 
course of curetting and a part of the thickness of the bladder wall was 
also resected. 

This patient was much benefited and was still well four months after 
the operation. The other two lived two and one-half and fourteen 
months respectively. One of the ten upon whom the complete oper- 
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ation was performed has been lost sight of, but of the other nine, five 
arc in good health. Three of these arc free from relapse at from 
three years to eight months after the operation. The other two are 
free from all symptoms but have a small suspicious nodule at the side 
of the vaginal cicatrix. They have gone for three years and five 
months and ten months, and if their statements alone had been accepted 
and no examination made they would have been considered as 
completely cured. 

Time and the increased number of cases only confirm the fact that: 

Fi 1 st—Vaginal hysterectomy for cancer is a serious operation. 

Second—Vaginal hysterectomy docs not seem to be less serious 
when it is partial, than when it is complete, so the latter operation is 
advised whenever the uterus is mobile, even when the vagina is 
involved for, this may be operated upon at another time. 

Third—Relapse is frequent, 70 per cent, and often rapid, but 
may not manifest itself by signs noticeable to the patient until con¬ 
siderable time has elapsed, (6 months, 2 years.) 

Fourth—30 per cent, of the patients who survive seem to be 
completely cured, even when the malignant character of the disease 
has been fully established clinically and histologically. 

M. Ilouilly 1 says that this operation continuing to be very serious 
and dangerous, is only justified by the malignant course of the disease. 

In 1888, he had performed 30 vaginal hysterectomies, of which 29 
were for cancer, with 7 deaths. Since then he had done 21 other cases, 
making 50 vaginal hysterectomies for cancer of the uterus performed 
since 1886, with 16 deaths. Anong the 34 recoveries from the opera¬ 
tion 6 have remained well for a period varying from four years and 
three months to fifteen months. Two patients had a recurrence after 
three years and five months and three years and four months. 4 have 
died after more than two years, and 4 have been lost sight of. 
Among the 18 others recurrence has been noticed in from two years 
to eight months. In 15 cases in which total extirpation was im¬ 
possible, a partial removal was undertaken, and in all a rccurrenrp 
followed very rapidly. 


1 Sociele de Chimrgie. Revue de Chirurgie, Jan. 10th, 189J. 
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From tlie final results it is incontestable that a considerable num¬ 
ber of these cases have been largely benefited by the operation. The 
results obtained in cancer of the uterus do not differ especially, there¬ 
fore, from those of cancer of other organs, the tongue, or the rectum 
for example, and the same principles should govern the decision in 
regard to interference. lie advised not operating when total removal 
is impossible and complete vaginal hysterectomy when the cancer is 
limited. 

In M. Segond’s 33 hysterectomies of which 25 were for cancer of 
the cervix and 8 of the body of the uterus there were 7 deaths all 
among the cervical cases. Fight of the cases having been operated 
upon within six months were not considered; of the remainder (18) 
seven had suffered recurrence, four of them dying in less than a year, 
and the other three had only been operated upon about eight months 
ago. 

M. Verncuil had recently seen a woman who was operated upon 
in 18S9 for a cancer of the cervix in whom a partial amputation was 
done, and where the microscopic examination had revealed an 
epithelioma. He also cited another case that was well for nine years. 
The least lime of survival in the partial amputation was 21 months 
which he considered better than in total hysterectomy. 

Samuui. I.i.oyd. 
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HEAD AND NECK. 

Pyoktanin in Epithelioma of the Lips. By Professor 
Alexander A. Boiiroff, (Moscow, Russia.) The author briefly relates 
two cases of epithelioma of the lower lip in peasant men who declined 
any surgical interference and hence were treated by a zemsky practi¬ 
tioner with parenchymatous injections of a 2 per cent, solution of 
blue pyoktanin. In both, the injections induced softening of the 
neoplasm, formation of small abscesses, disintegration and elimina¬ 
tion of nodules, and consecutive shrinking of the tumor with cicatri¬ 
zation. In one of the patients (seen by the author about the termina¬ 
tion of the pyoktanin course), the whole periphery of the ulcer proved 
to have cicatrized, and only two nodules could be detected at some dis¬ 
tance from the side of the lesion. In the other man about Yi of the edge 
was found cicatrized, while along the remaining yi of the periphery 
some cancerous nodules were still present. On the whole, the 
author believes that “ there is something in it ” which justifies further 
experimentation. [Prof. V. I. KUzmin, of Moscow tried methyl- 
violet in two inoperable cases, in one of which he had to deal with 
recurrent medullary cancer of the cervical lymphatic glands (devel¬ 
oping in 3 months after the removal of the tongue on account of the 
disease), and in the other with recurrent carcinoma of the hyo-maxil- 
lary triangle and maxillary and parotid regions. In both of the 
cases there was observed partial softening, suppuration and disinte¬ 
gration, but on the whole the morbid process continued to steadily 
spread ever further. The author concluded that the method “has 
no serious value whatever." l’rof. N. V. Sklifosovsky similarly men¬ 
tions two cases of melanotic sarcoma in which the neoplasms contin¬ 
ued to actively grow in spite of the pyoktanin injections. Dr. I. D. 
Sarytcheff also failed to check the progress of malignant disease in 
two cases, both of them being those of women with recurrent cancer. 
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SURGERY OF TIIE GAEL BLADDER AND LIVER. 

M. Terrier presented an exhaustive review of the different 
operative procedures upon the biliary passages with their immediate 
and ultimate results, at the last meeting of the French Surgical Con¬ 
gress. 1 

1. Cliolecystolithotripsy has been practiced only by I.awson 
'l'ait, Courvoisier and Mayo Robson, and consists of an exploratory 
laparotomy with crushing of the calculus through the intact bladder 
wall or the wall of the cystic canal, either with the fingers, or, if they 
are not sufficiently strong, using forceps whose blades are protected 
by rubber tubing. 

2. Cholccystotomy, first performed by Marion Sims in 1878, has 
been done \n two ways. First, cholccystostomy, that is, the estab¬ 
lishment of a permanent fistula for the escape of the bile, and 
second, true cholccystotomy, where at the end of the exploration 
of the cavity the bladder is again closed. 

The former operation has been done in two ways, that is, com¬ 
pleting the whole operation at one sitting, and by dividing it into 
two stages. The latter method has been discarded. 

In doing the operation at one sitting two methods have been 
employed—the incision directly into the gall bladder and the sutur¬ 
ing of the borders of this incision to the borders of the abdominal 
wound; or, the bladder is first sutured to the margin of the abdomi¬ 
nal wound and then incised. The true cholccystotomy is also per¬ 
formed in two ways. 1st. Cholccystotomy with buried intra-parietal 
sutures. 2d. Cholccystotomy with buried intra-peritoneal sutures. 
Iu the first the bladder is fixed to the borders of the parietal 
wound and then incised, and finally closed by an extra-peritoneal 
suture of the vesicular wound. If a point of suture gives way when 

'Revue de CIlirurgic. . 
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this method has been employed the bile escapes outside and not into 
the abdominal cavity. 

In the second, the vesical is incised first, then this incision is 
sutured and the whole returned to the abdominal cavity, which is then 
closed. This is the ideal cholecystotomy of the Americans, the 
cholccystotomy with buried sutures of the French, the cholecys- 
tendyse of Courvoisier. The suture of the bladder is important; the 
Lembert or Czerny methods arc usually employed, l.areta used a 
suture in two stages. Woelfler and Sanger imagined that they could 
docholccystendyse in three stages. 

3. extraction of the calculus from the cystic canal after cholecy¬ 
stotomy may be quite simple and may be performed with curettes, &c. 
Sometimes the calculi arc broken up, crushed where they are lying ; 
choleli thotri ty. 

Cholecystectomy. The ablation of the gall bladder has been 
done quite frequently. Calot collected 78 cases, and by adding those 
done since, the number reaches about 90, with a mortality of less than 
20 per cent. This operation, easily performed when the parts are 
normal, may become very difficult and laborious. The indications 
for it arc difficult to determine. It is indicated where there is hydrops 
vesica; with obliteration of the cystic canal; when the gall bladder is 
inflamed and full of calculi and csjiecially when the efforts to remove 
the calculus from the cystic canal have occasioned partial destruction 
of the walls, biliary fistula;, particularly those resulting from ob¬ 
struction of the cystic canal, should also be treated by cholecystec¬ 
tomy, The operation is contraindicated in cases of obliteration of 
the ductus communis cholcdochus. 

3. Cholecystenterostomy. The point where a fistula should be 
established between the gall bladder and the intestine is important. 
The colon should not be used, and the duodenum should be preferred. 
It is only in cases where nothing else is available that a loop of small 
intestine should be employed. This should be the loop nearest to the 
gall bladder. The operation should be completed at one sitting. 
Two openings, of equal size should be made, oqc in the gall bladder, 
the other in the intestine, and these should be brought in apposition 
by two rows of sutures, one above the other (Colzi’s method). The 
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gall bladder and intestine may, on the other hand, be sutured together 
and the incision made just before fastening the last sutures (Terrier’s 
method). 

The operations practiced upon the principal Biliary Passages are : 

1. Choledolithotripsy consists in crushing the calculus, obstruct¬ 
ing the ductus communis choledochus in situ, and without incising 
the walls of the canal. Out of seven operations of this kind only one 
has failed, the procedure, however, exposes the duct to the dangers of 
rupture. 

2. Cholcdochotomy. The incision of the ductus commnnischol- 
edochus may be made for the simple extraction of the foreign body— 
true choledochotomy—or for the formation of a biliary fistula, cholc- 
dochostomy. 

Choledochotomy has been practiced with great success. Suture 
of the duct must be done with great care, and two rows of superim¬ 
posed silk sutures should be employed. 

Cholcdochostomy (l’arkes) has been done only rarely, as the indi¬ 
cations for the operation are seldom present. 

Choledocho-cntcrostomy consists in an anastomosis of the com¬ 
mon bile duct with a loop of small intestine, preferably the duodenum. 
It is possible only where the duct is very much dilated. 

Hcpaticostomy (incision of the hepatic canal) and hepatostomy 
(incision of the liver and intra hepatic canals) are exceptional opera¬ 
tions not worthy of consideration. 

Terrier’s personal experience has been in 14 cases, 8 cholecystec¬ 
tomies, 1 cholecystotomy, 3 cholecystostomies, 1 cholccystenterostomy 
and 1 choledochtomy. 

M. Terillon* reported eight cholecystotomies, with six recoveries, 
one death after one month, and one persistent fistula. He had also 
performed cholecystectomy twice, with 1 recovery in each case, and 
once found the gall bladder so bound down by adhesions that cho¬ 
lecystotomy or cholecystectomy were impracticable, and he therefore 
contented himself with the exploratory laparotomy. 

M. Leonte (of Bucharest) reported two cases, the first of cholecys 
totomy, and at the end of six months cholecystectomy in consequence 

‘Also Hull. gen. dc Therapeutiquc, June 1892. 
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of a permanent fistula. In the second the ideal cholecystotomy was 
performed. The determination of the operative procedure in this 
case had been influenced by the good condition in which the vesicular 
walls were found, and by the permeability of the excretory canals. 
Both cases gave good results. 

He advanced the following propositions : 

Surgical interference is indicated, when medical treatment has 
not been successful, in cases of chronic cholelithiasis, of calculous 
tumors hydrops and empyema vesica;, or for temporary or 
permanent lesions of the cystic canal and ductus communis 
choledochus. With antiseptic precautions this surgical interference 
is not serious. 

Cholecystectomy should be performed as rarely as possible, unless 
especially indicated by the existence of a malignant growth. 

Cholecystotomy with the establishment of a cysto-cutaneous 
fistula, is an inoffensive operation which can replace primitive chole¬ 
cystotomy; where the fistula lasts for a long time, and it is impossible 
to overcome the occlusion of the cystic canal secondary cholecystec¬ 
tomy should be performed. 

Ideal cholecystotomy is preferable to all other operations where 
the walls of the viscus are not changed and where the canals are 
permeable. 

Cholccystcntcrostomy is preferable only when there is irremedi¬ 
able occlusion of the ductus communis and a persistent fistula following 
cholecystotomy, where one cannot remedy the fistula nor extirpate 
the bladder. For an accurate diagnosis it is always necessary to 
open the gall bladder, external exploration is insufficient. Cathe- 
tcrism is a laborious and dangerous operation. From the recorded 
observations the results quoad vitam et quoad functionem plainly 
favor interference. 

M. Michaux, of Paris, performed two of the first cases of cho¬ 
lecystectomy in France, one three years and two months ago, and the 
other two years and two months, and the final results are 
excellent. These results correspond with those of other observers. 
And we may, therefore, conclude that cholecystectomy is an excellent 
operation. In all cases where it is indicated and possible, it is superior 
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lo all the lithotritics in the bladder and biliary passages, and also to 
cholecystotomy. 

At a recent meeting of the London Medical Society, Mr. Knows- 
ley Thornton read a paper in which he gave particulars of five cases of 
cholecystotomy. He maintained that a properly conducted explora¬ 
tory incision was free from risk and might give valuable information, 
even when no stone was found. Dietetic and medicinal treatment 
ought, however, to be thoroughly tried first. The ducts were as 
completely within the sphere of surgical treatment as the gall bladder 
itself. Stones of moderate size impacted in the duct were better 
treated by kneading and crushing between the finger and thumb, or 
by forceps pressure; larger stones by incision, complete removal, and 
after-suture of the duct wall. In cases in which dibits was left in the 
duct the gall bladder should be opened, sutured to the abdominal 
incision, and drained. Where the ducts were incised and sutured a 
drainage-tube should be passed into the peritoneum beside the sutured 
duct, and the gall-bladder also drained externally. In a well-marked 
case of repeated attack of gall-stone colic, with recurring distension 
of the gall-bladder, it was better to operate early, and before there 
was a chance of injury to the duct-wall by impaction, and before the 
stone had reached the common duct. Such cases recovered rapidly, 
and there was every prospect that experience would show that com¬ 
plete intraperitoncal suture of the wound of the gall-bladder would be 
safe, and would become the rule when operation preceded damage of 
the ducts by impaction. 

Reeve 1 reports three cases of cholecystotomy : one resulted in a 
biliary fistula which was closed by a second operation ; the second 
was done in two sittings, the gall bladder being fastened into the 
abdominal wound and incised six days later; the third operation was 
upon the same patient as the second. At the end of five months after 
the first operation the symptoms had recurred so that she applied for 
relief again, and a second stone was removed. Cholecystectomy was 
considered but was not feasible owing to the dense adhesions, and so 
the following was employed: “ A drainage-tube was placed within 
the lips ol the incision in the liver and surrounded by a little gauze. 

•New York Med. Journal, May 2S, 1892. 
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The fragments of the fundus of the bladder were gathered together 
and stitched in the wound, a silver wire being placed between them, 
and reaching to the outside to conduct out the mucus which it was 
expected would still be secreted from the mucous lining, l’ain was not 
overcome until some time later when it yielded to electricity, but a 
fistula persists.” The first case illustrated, he thought, the fact that 
the concretions are not advanced through the duct by fluid pressure 
alone, but possibly by a peristalsis of the muscular coat of the duct. 

In the The Boston Medical ami Surgical Journal of April 28, 
1892, Dr. Maurice 1 ). Richardson reports several cases of surgery of 
this region. Four were cases of cholccystotomy for gall stones; in 
one the gall bladder was so tied down by adhesions and retracted that 
it could not be fastened to the abdominal wall, but the upper lip of 
the incision was drawn up to the parietal peritoneum, while the lower 
was left loose. A glass drainage-tube was placed in the gall bladder 
and iodoform gauze packed about it. The abdominal cavity was 
thoroughly irrigated with warm water and the wound left partly open. 
The lower half was brought together with wire sutures and the upper 
half packed with gauze around the tube. In the evening the dressing 
was stained with bile, which escaped freely from the tube on its re¬ 
moval. Thirty-six ounces of bile were siphoned off in the next 
twenty-four hours. One month after the patient died septic owing to 
an abscess formed about a gauze sponge which had been left by mis¬ 
take in the wound. During the operation there was an abundant 
escape of bile, much of which covered the intestines and escaped into 
the peritoneal cavity. This emergency was met by putting a tube 
into the hepatic duct and tying the gall bladder, or its remains about 
the glass tube, and this method has been successful in several cases. 
The immediate effect of the introduction of the tube with the gauze 
packing was to shut off the rest of the abdominal cavity. On re¬ 
moval of the gauze, the general cavity of the abdomen was entirely 
and firmly protected by recent adhesions. In one of the other 
cases there was also an inundation of bile over the contents of the 
abdomen, but both cases had no symptoms referable to this accident. 
Five of these cases were cholccystotomics and one a cholecystec¬ 
tomy. Only one of the cholccystotomics died; all the others were 
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cured except one, where there is a permanent fistula that will require 
an operation. 

The effect of bile escaping in large quantities into the wound 
seems to be negative. In no case has there been any ill effect. It 
must have escaped in considerable amounts in the region of the gall 
bladder in most of the operations. The anatomy of the parts, how¬ 
ever, would tend to confine the fluid to the immediate vicinity of the 
foramen of Winslow. The transverse mesocolon and the hepatic 
flexures of the colon prevent its escaping except in the right flank. 
The duodenum, pyloric end of the stomach and the lesser cavity of 
the omentum through the foramen of Winslow, would be the 
only parts immediately invaded, and all these are apt to be shut off 
by adhesions in long standing cases. 

Patients suffering from symptoms of hepatic colic who have ad¬ 
vanced into a profound cholremia do not offer as favorable a prog¬ 
nosis as more recent cases, nor are they so favorable for operative in¬ 
terference. The stone is likely to be larger and the danger of ulcera¬ 
tive processes greater, and the patient seems to run greater risks from 
attempts at relief, the results have been so good even in this class of 
cases that we should advise all patients when a moderately certain 
diagnosis has been made, that after waiting a reasonable time for 
nature to effect relief, the chances for recovery and usefulness arc bet¬ 
ter when we resort to modern surgical art. 

In a case operated upon by Dr. W. W. Keen, of Philadelphia, 
the diagnosis lay between gall-stone and cancer, probably of the pan¬ 
creas, exploration through the mesentery and down upon the pancreas, 
revealed no cancer of the pancreas at all, but a perfectly normal one; 
but immediately back of the pancreas still a hard mass was to be felt. 
With the fingers and a pair of haemostatic forceps the pancreas was 
bored through and back of it a hard, nodulated mass was found which 
was recognized as one or more gall-stones, presumably the gall-bladder, 
but lying directly across the spine. On opening this one large and 
five or six small stones were removed. A. drainage-tube was inserted, 
but not surrounded with gauze. In one other case Dr. Keen has 
found the gall-bladder considerably displaced. In that case also it lay 
transversely and immediately in front of the spine, but not behind the 
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pancreas. It could be reached readily without passing through any 
structure. 

Undoubtedly no glass drain, even if surrounded with gauze, will 
carry away, either through the tube or through the capillary attrac¬ 
tion of the gauze, all of the bile. There must be more or less of it 
that will escape among the intestines during that period in which tubular 
drainage is being established by agglutination of the intestines around 
the gauze that is placed outside of the tube. Therefore, we have here 
decidedly confirmatory proof of the fact that the escape of bile into 
the peritoneal cavity is not necessarily a fatal occurrence. 

•The development of the possibilities of benefit from the anasto¬ 
mosis of the gall-bladder and the common bile-duct with the duodenum 
and other divisions of the intestinal canal has lately occupied the 
earnest attention of surgeons. When the natural outlet for the bile 
becomes obstructed, it is recognized as proper to effect an artificial 
passage for it into the intestine. A new departure in operative 
measures consists in connecting the walls of the common duct with the 
duodenum, as was done in a case reported in the Deutsche Meetieinische 
Wochcnschrift, September 3, 1891. 

A woman, forty years old, suffered from the usual symptoms of 
biliary obstruction. After the abdomen was opened, the cystic duct 
was mistaken for the common duct, and the latter for the duodenum. 
A stone found in the first was pressed into the distended common 
duct, and the passage was supposed to be free; but in a subsequent 
operation, a stone was found in the cystic duct and a second at the 
portal channel ;jthc second stone was crushed. The common duct 
filled immediately with bile, and in order to provide an outlet it 
became necessary to connect the walls of the duct and of the 
duodenum, by incising each and bringing them together with stitches. 
In doing this, some bile necessarily flowed into the wound, but no 
serious disturbance followed. Three months afterward the patient 
had recovered from all trouble, and it is to be inferred that the com¬ 
munication between the common duct and the duodenum was 
maintained. 

'J. McFarUlen Gaston, M. D., Surgery of the Gall-liladdcr and Ducts. 
Medical News, June 11, 189s. 
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It would appear, that all cases of obstruction of the cystic and 
common ducts by gall-stones, call for their dislodgement by one or 
another procedure, to afford an outlet for the bile; and that the 
attachment of the incision in the gall-bladder to the opening in the 
wall of the abdomen, leading to a discharge of the bile externally, 
should be regarded as a mere temporary recourse. In the event of 
failure to effect an outlet for the bile through the common duct, chole- 
cystenterostomy is clearly indicated. 

As to the portion of the intestine that should be selected for the 
attachment of the gall-bladder or the ductus choledochus, we have a 
definite guide in the entrance of the bile naturally into the duodenum; 
and the nearer to this point that an anastomosis can be effected, the 
better the result that may be expected. 

It is, of course, presumed that there is such an occlusion of the 
common bile-duct as to prove irremediable by other means, before 
proceeding with an operation to effect an outlet for the bile by uniting 
the gall-bladder with the intestinal canal. A misunderstanding of 
this condition has led to misapprehension of the end to be attained 
by duodeno-cholccystostomy or cholccystcnterostomy; it is only 
warranted by occlusion of the common duct. 

All of our resources being exhausted without relief to the impedi¬ 
ment for the discharge of bile through the ductus choledochus, and 
finding the integrity of the gall-bladder favorable for its attachment 
to some portion of the intestine, we may rest assured that we shall be 
able to effect an opening from the former into the latter by which the 
bile shall subserve its legitimate purpose in the animal economy. 

To Nussbaum is attributed the first suggestion of relieving the 
occlusion of the common bile-duct by conveying the bile into the 
intestinal canal through artificial openings in the adherent walls of the 
gall-bladder and the intestine; but the credit of having first accom¬ 
plished this result upon the human being is undoubtedly due to Von 
Winiwarter. 

We are informed that between the 20th of July, 1880, and the 
14th of November, 1881, he treated for sixteen months a man, aged 
thirty-four years, who suffered from obstruction of the common bile- 
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duct, and who was subjected to six different operations for the forma¬ 
tion of a fistula between the gall-bladder and the colon. 

All kinds of difficulties thwarted this undertaking, but it is 
claimed that the surgeon eventually succeeded in attaching the gall¬ 
bladder to a coil of the small intestine, and effecting a fistulous com¬ 
munication, by which the bile escaped into the intestinal canal, thus 
obviating the inconveniences of an external"outlet. 

After a lapse of six years, during which the various experiments 
on dogs by Colzi, Page, ar.d Gaston, were performed, Monastyrski 
united the gall-bladder with the jejunum, on the 4th of June, 1887. 
He incised the abdominal wall, punctured the gall-bladder, incised its 
walls and those of the jejunum; and sutured the edges with catgut. 
A fistulous ' communication was secured two meters below the 
duodenum, but death ensued ultimately from carcinoma of the head 
of the pancreas, as verified by the autopsy. 

The operation of Kappelcr came next in the order of time, being 
done on the 6th of July, 1887, by uniting the gall-bladder with the 
ileum by Woelflcr's suture. The patient progressed favorably for a 
time, and returned to work, but eventually died on September 9, 
1888, fifteen months after the operation. The autopsy showed that a 
fistula had been established about eight feet from the ileocrecal valve, 
and that its intestinal orifice was provided with a valve that allowed 
the contents of the gall-bladder to pass into the intestine, but 
prevented the passage of intestinal contents into the gall-bladder. 
Doubtless a similar provision exists in all such cases. 

In the year following the operation of Kappelcr, Fritsche estab¬ 
lished a fistulous opening from the gall-bladder into the jejunum, three 
meters below the pylorus. At the post-mortem examination a carcin¬ 
oma of the size of a walnut was found at the common bile-duct. 
Socin and Ilardcnhciier each attached the gall-bladder to a loop of the 
small intestine. The case of the latter died in the fourth week, and 
no fistula was found. It is said that the operation was done with 
elastic ligatures. 

On March 2, 1889, Robson operated upon a patient that had 
previously been subjected to cholccystotomy, where the ducts and the 
gall-bladder were found attached to the abdominal wall by firm adlic- 
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sions. The common duct subsequently becoming occluded, an incis¬ 
ion was made through the scar from the former operation, in the semi¬ 
lunar line, and it was found that the attachment of the gall-bladder 
could only be effected with the colon. Both were incised, and united 
with chromic catgut in two rows. The former external fistula was 
closed by suture, and a drainage-tube was inserted in the wound. 
After one day, bile came out of the drainage tube, and also fecal mat¬ 
ter from the intestinal wound. In spite of this complication, a speedy 
recovery, with the appearance of bilious matter in the feces, is re¬ 
ported. 

On July 13, 1889, Terrier performed an operation for the relief 
of occlusion of the common duct. An incision was made in the 
median line above the naval. The gall-bladder was punctured and 
the contents evacuated. Upon incising its walls and exploring its 
cavity no stones were found and the cystic duct was pervious. In the 
oblong enlargement of the common duct was impacted a gall-stone 
which could not be removed. After attaching the gall-bladder to the 
duodenum by circular or oblong row of catgut sutures and before 
tying the last stitches, the walls of both were incised and a rubber 
drainage-tube was introduced, so as to pass from the cavity of the 
gall-bladder into the duodenum. The fundus of the gall-bladder was 
sutured to the lower angle of the external incision, which was then 
closed by catgut sutures. There was fever until August 1st, but the 
itching and jaundice gradually disappeared. The drainage-tube passed 
off with the evacuations nine days after the operation, and the stools 
gave evidence of the presence of bile. The external wound healed 
by first intention. The patient was dismissed on August 10th in 
ordinary health. 

This patient died in the spring of 1890 from influenza and no 
gall-stone was found in the common bile-duct. 

Courvoisier, in like manner with Robson, performed the opera¬ 
tion of natural cholecystotomy upon a patient, without obtaining a 
satisfactory result. After the lapse of a year, complications arose that 
demanded the performance of cholecystentcrostomy, and this was 
done on the 28th of March, 1890. An incision was made through 
the abdominal wall, below the ribs, along the border of the liver. 
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The gall-bladder was detached from the abdominal wall, and after 
incising the sac, the gall-stone was removed from the common duct 
and others scooped from the hepatic ducts. 

An incision into the lower surface of the gall-bladder was united 
to the colon by an oval row of catgut sutures, and before putting in 
the last stitches the wall of the colon was incised. The fistulous parts 
of the gall-bladder were cut away and the edges stitched. Two 
drainage-tubes were inserted and the external wound was closed around 
them. There was no fever after April 2d. Bile was found on the 
dressings, but its source was not determined. Bile appeared in the 
stools on the 6th of April, and on the 8th the drainage-tubes were 
removed and the external wound was sutured. On the 15th of April 
the patient was free from jaundice and got up feeling very well. The 
case was dismissed about the middle of May, and in the middle of 
July her condition was excellent. There was no more colic or 
jaundice. 

Courvoisicr thus sums up the result of these seven cases: One 
case operated upon died, as a consequence of a complication which 
should not be charged to the method. All the others recovered from 
the operations, but in four of the cases the carcinomatous condition 
of the pancreas caused death at a later period. A definite final cure is 
claimed only in the cases of Robson and Courvoisicr, in which, it will 
be remembered, the gall-bladder was attached to the colon, not by 
choice but from necessity. 

The practicability of effecting an outlet from the gall-bladder 
into the intestinal canal can no longer be doubted, and in the view of 
Courvoisicr it stands more and more securely as the details from trust¬ 
worthy sources become more widely disseminated. 

The indications for the operation are formulated by him as fol¬ 
lows : 

(a) When biliary fistula; are difficult of removal, whether trau¬ 
matic, ulcerative, or operative. 

(b) In permanent obstruction of the common bile-duct (except in 
cases of gall-stones). 

(<•) In traumatic and ulcerative communications between the 
common duct and the abdominal wall. 
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Operation is contra-indicated : 

1. When the patients have grown very feeble, in which cases pro¬ 
visional cholecystostomy might be performed. 

2. When the common duct is obstructed by gall-stones, in which 
cases cholclithotomy, with stitching or lithotripsy, is indicated. 

Hclferick 1 has reported a case of cholecystenterostomy, where 
after chloroform narcosis, the abdomen was opened by an incision 
parallel to the lower margin of the liver, but placed a little higher up. 
Another incision extended upwards in the median line to the ensiform 
cartilage. The intestine protruded, and had to be kept in position by 
waim sterilised mull. The edge of the liver was lifted by an assistant. 
The gall bladder was free, small, pear shaped, moderately distended, 
and no gallstones could be felt. Its base was adherent to the liver; 
one could not think of lifting it up, or even to bring it to the level of 
the wound. Stones could be felt in the common duct, and lying 
close together. They were so deep and fixed that it seemed to the 
operator technically impossible to open the common duct, with subse¬ 
quent stitching of its walls. He determined to perform cholccystcn- 
terostomy, merely as a palliative measure, and executed the operation 
at once. This proved very difficult, as it had to be carried out in the 
deeper part of the abdominal wound. An intestinal loop, close below 
the bend of the duodenum, was opened and washed out outside the 
abdominal cavity. Two rows of fine silk saturcs were employed, the 
opening made in the intestine being the thickness of a pencil. After 
carefully returning the intestinal loop, the abdominal wound was 
stitched in layers, not without difficulty, an unusual amount of tension 
in the parietes having to be overcome. The patient at the end of two 
hours’ narcosis was weak, but soon recovered; and the subsequent 
course was in all respects satisfactory. Two months afterwards the 
patient had fully recovered. 

M. Richelot, of Paris, performed a cholecystenterostomy in the 
following conditions: A woman of 52, who had been ill for from eight 
to ten years, having for five months a persistent icterus due undoubt¬ 
edly to an obstruction of the ductus communis cbolcdochus by a cal- 

1 Dciitclie tiled. Wocliensclirifl, No. 8, Feb. 25, '92, Med. Citron., June, 1892. 
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cuius, multiple adhesions were round surrounding the biliary pass¬ 
ages. These were deeply seated, difficult to explore and no calculus 
could be discovered. It was therefore decided to make a cholecys- 
tenterostomy; Colzi’s method was employed; the opening into the 
gall bladder allowed the extraction of several calculi. Recovery from 
the operation was perfect. After a sojourn at Vichy, the icterus re¬ 
turned and she lost ground. Thinking that the opening between the 
gall bladder and the duodenum bad closed, cholccystotomy was again 
performed. Considerable difficulty was experienced in this, owing to 
the adhesions and the retraction of the gall bladder. No trace of the 
vesicido intestinal orifice could be found; the cystic canal was oblit¬ 
erated. Suspecting a calculus, it was sought with forceps, when there 
was a sudden'jet of blood which was arrested by a tampon. The abdomen 
was hastily closed, but the patient died in one hour after the operation. 
At the autopsy the abdomen was found filled with blood. The for¬ 
ceps had seized a small calcareous deposit on the walls of the right 
branch of the hepatic artery. All the excretory canals of the bile 
were obliterated and transformed into a fibrous mass, the liver was en¬ 
gorged with bile. 

Chavassc has reported in the Lancet an interesting case in which 
an anastomosis between the gall-bladder and the colon was effected 
by a process differing materially from the previous operations. A man, 
forty-eight years old, had undergone cholccystotomy for the relief of 
jaundice, dependent upon biliary obstruction by calculi, which was 
followed by the persistence of a biliary fistula. Other measures fail¬ 
ing, with the aid of Senn's bone-plates a communication was estab¬ 
lished between the gall-bladder and the colon at its hepatic flexure. 
At first, bile and fecal matter were discharged through the abdominal 
wound, but ultimately this closed, the stools were passed naturally, 
and the general condition of the patient was much improved. 

Koerte also reports a successful case of the union of the gall¬ 
bladder with the duodenum, after the manner of Terrier, thus afford¬ 
ing two favorable results from duodcno-cholccystotomy. 

So far as the operations are to be considered, those of Kappeler 
and Terrier were successes, and being added to the other six cases 
with finally good results, we have eight cures of twelve in which the 
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operation of cholccystenterostomy lias been successfully performed, 
being a mortality of only twenty-five per cent, from the operations. 

This encourages the expectations with improved methods of ob¬ 
taining a satisfactory solution of the problem of relief for occlusion of 
the common bile-duct. While other means may be employed for 
correcting temporary obstructions of the ducts, the great desideratum 
in occlusion of the common duct is to provide an artificial opening 
from the gall-bladder or duct into the duodenum or the adjacent por¬ 
tion of the intestinal canal. 

An especially interesting case of Resection of the Liver has been 
reported by W. W. Keen, M. D., of Philadelphia, in the lloston 
Medical and Surgical Journal of April 2Sth, 1892. 

An oval tumor, about the size of a fist, ivas found on the 
right side of the abdomen, in the situation of the kidney, 
separated from the liver dtilncss by an area, three fingers broad, 
of distinct tympanitic resonance, lly bi-manual examination pressure 
posteriorly is felt in front, and vice versa. The tumor was quite mova¬ 
ble, moderately tender and of about the consistency of the kidney; 
no especially soft portion was found. The renal artery could not be 
detected. Diagnosis—probably a floating and diseased kidney. An 
exploratory operation was recommended. 

Operation, October 9, 1891. Chloroform was used instead of 
ether, in view of the condition of the kidneys, as shown by the urine. 
Vertical incision in the right linea semilunaris, reaching nearly 
to the border of the ribs and nearly to the ilium. The incision 
was four and a half inches long. The moment the peritoneal cavity 
was reached a multiple cy'stic tumor was seen. The surface was retic¬ 
ulated by partitions between the cysts, the cysts being ton an average 
about the size of the little finger-nail, some larger and some smaller. 
The color was a light bluish-white. The moment the hand was intro¬ 
duced into the abdomen it was discovered that the tumor had no con¬ 
nection with the kidney. The right kidney appeared to be somewhat 
smaller than normal but was in its right place. On drawing the tumor 
out of the abdomen, it was instantly seen to be connected with the 
liver, involving its extreme right border. In size it was three and a 
half inches vertically and nearly the same transversely. At its base, 
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where it joined the liver substance, it was two and a half inches thick. 
It was evidently a localized tumor. Just at its internal border was 
the gall-bladder, which was normal, but so close to the tumor that it 
was dissected loose for half an inch in order to operate with greater 
ease. A few small vessels required ligation at this poinf. 

One stitch was passed directly through the liver-substance next 
the gall-bladder, the operation being begun here by reason of a 
very large artery which had been exposed but not wounded during the 
separation of the gall-bladder from the liver. Having tied the liver 
here, the effect of the l'aquclin cautery was tried and it did so well 
that no further attempt to ligate the liver-substance was made. Four 
very large veins were laid bare, and were ligated before being burned 
through. When about half way through in depth, it was discovered 
that the neoplasm extended as a wedge into the liver to a greater 
distance internally than was apparent from the outside. Accordingly 
an attempt was made to strip the liver-substance from the tumor 
with the thumb-nail, which could be done with perfect ease and- 
without serious hemorrhage. This enucleation left the tumor attached 
to the liver at its posterior border only, which was then burned 
through with the cautery. A few points required extra touching 
with the dull red platinum point. The liver-stump, roughly speaking, 
resembled that of an amputation with its two flaps. These two 
edges or flaps were then approximated by five sutures passed deeply 
through the substance of the liver. 

The intestines had been protected meanwhile by a large flat 
sponge. This had kept the most of the blood out of the belly cavity, 
and the amount lost was estimated at six to eight ounces. The belly 
cavity was flushed with hot water, and the wound closed after inserting 
a glass drainage-tube. The operation lasted an hour. 

After the operation, two doses of one-eighth of a grain of 
morphia hypodermatically relieved her pain, and one of one- 
fourth of a grain of cocaine by the stomach checked her vomiting. 
From the drainage-tube in the first twenty-four hours about three 
ounces of bloody serum were removed, in the second twenty-four 
hours less than one ounce; and therefore at the end of forty-eight 
hours, the tube was removed. No bile or bile-stained fluid was seen 



>54 


EDITORIAL ARTICLES. 


at any time. The bowels were moved on the second day by drachm 
doses of sulphate of magnesia, the stools being then and afterward of 
a normal brown color, without any visible disturbance of the hepatic 
function. 

The temperature on the night after the operation rose to 101.2 0 , 
on the two following days to roo°, and after that was not above 99 0 , 
excepting during what was apparently a malarial attack, which began 
eleven days after the operation and lasted four days. During this, 
attack the temperature rose to 101.2 0 again. The stitches were re¬ 
moved at the end of a week. In fact, with the exception of the 
malarial attack, her recovery was an uninterrupted one. 

In concluding his report of this case Keen has tabulated twenty 
cases of resection or amputation of the liver, together with the analy¬ 
sis, which shows that in nearly all cases diagnosis was not made until 
after the belly was opened. 

As to the method of removal, and especially the means of pre¬ 
venting hemorrhage, there was in the reported case absolutely no 
trouble in this respect. In nine of the tabulated cases after comple¬ 
tion of the operation the stump was returned into the abdominal 
cavity. In three the lips of the hepatic wound were first sutured. 
Of these nine, all but one recovered. In six cases the stump was- 
sutured to the abdominal wound at the close of the operation. In 
four the liver was attached to the edges of the abdominal wound 
before the removal of the tumor. In one case ligation of the pedicle 
fixation to the abdominal wall, and immediate amputation of the 
tumor was practised ; but in the other three a true extra-peritoneal 
treatment was carried out. In one case the operation was performed 
in two stages,—that is, primary suture to the abdominal wall and a 
later amputation. In one case of the tabulation the result is not 
known; of the other nineteen, seventeen recovered. Of the two 
deaths, one occurred upon the day of operation, presumably from 
shock; the other on the twelfth day from sepsis. 

both experiments on animals and operations on man have shown 
that tumors of the liver, and even large portions of the liver itself, 
can be removed without undue disturbance of the function of the 
liver; the experimental evidence makes it probable that the liver 
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tissue may be regenerated and tile loss made good. The escape of 
bile into the peritoneal cavity is not a usual phenomenon after such 
an operation ; it may generally be prevented either by searing 
the raw surface of the liver, by ligation, or by securing the stumps in 
the abdominal wound, and even if the bile docs enter the ‘perito¬ 
neal cavity, the result is not necessarily fatal. 

Hemorrhage need not be greatly feared. The vessels can often 
be tied separately or in mass, or cut through by the cautery, or con¬ 
trolled by pressure or by a combination of these means. 

The resection or amputation is best done by enucleation, by the 
cautery, or by the knife or scissors, preferably, perhaps, in the order 
named. In case of a tumor with a very large base of attachment, the 
operation may be done in two stages, the base being surrounded by 
an clastic ligature in the interval. 

The mortality thus far has been only about ten per cent. 

SAMURI. I.l-OVD. 


l'ROK. WOEl.IT.EU (GRAZ) ON THE SURGICAI. TREATMENT OK 
GOITRE. 

Part III. 

The methods of treatment of goitre with special reference to the 
cases treated between the years 1878 to 1884 at the clinic of l’rof. 
ISillroth (Vienna) and those treated by the author himself at the 
clinic in Graz, between the years 1886 to 1890. 

X. The Extirpation 0/ Goitre .—The author gives the following 
definition : “ I understand under extirpation of the goitre always only 
the methodical removal of half, three-fourths or the entire degenerated 
thyroid gland with typical ligation of the afferent and efferent 
bloodvessels.” 

1. Statistics of the Goitre-Extirpations .—The mortality after extir¬ 
pation of goitre, according to I.iebrecht, amounted up to the year 
1851 (in 54 cases) to 31.4 per cent., decreasing till 1876 to 20.3 per 
cent, (in 133 cases) and from 187710 1882 it decreased to 14.6 per 
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cent, (ill 164 cases). I11 llillroth’s clinic eighty-four extirpations 
were performed between the years 1877 and 1884, excluding the cases 
of malignant goitre; of these only nine cases had a fatal issue. This 
brings the mortality down to 10.7 per cent. The mortality in total 
extirpation was 13 per cent.; in unilateral extirpation, 7.9 per cent. 
With the uniform progress and development of surgical technique, the 
mortality connected with this operation, also, decreased in other 
surgical clinics (10 to 15 percent., Kocher, llrun, etc.). With the 
still further development of the technique of this operation and the 
improvement in the antiseptic treatment of the wound the percentage 
of mortality was in latter years still lower, 5.1 per cent. (43 cases, 
Kocher). Kocher, also, showed in an analysis of 230 cases of extir¬ 
pation, performed within the few last years, that the mortality was 
even reduced to 1.3 per cent., and that extirpation of goitre becomes 
steadily less dangerous in the hand of skilful surgeons. The author, 
however, cannot agree with Kocher, that the extirpation of goitre is 
an operation perfectly void of dangers; as a number of circumstances 
come into consideration, which may cause a fatal termination. He, 
therefore, thinks that we have arrived at the end of our ability in 
regard to reducing the mortality following this operation. It will 
oscillate between 2 and 5 per cent. The results which were obtained 
by l’rof. Iiillroth since 1884 will certainly be of special interest, and 
will, probably, be communicated in a short time. The number of 
cases operated upon by the author himself is not large enough to 
admit of statistic conclusions. He has, however, not lost a single 
case. 

2. Value of Extirpation in general; Indications and Contra-Indi¬ 
cations for its pcrfonnancc. W considers here the views held by 
certain physicians and surgeons in regard to the cachexia strumipriva 
in connection with partial or total extirpation of the thyroid gland, 
and regrets that a number of them, in spite of the most excellent 
results, question the necessity or justifiability of this operation and still 
recommend the simpler methods (tincture of iodine, application of 
cold, etc.). All surgeons coincide that in many cases the milder 
methods should be tried, and many a surgeon will again and again be 
obliged to have recourse to this or that temporary measure; but it 
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would be a great misfortune if we had no further operative measures 
at our disposal for the several forms of goitre. We would then be on 
the road of a deplorable retrogression, which would lead us not only 
back to the surgery of the beginning of the nineteenth century, but 
even back to the surgery of the end of the eighteenth century. All 
surgeons would gladly abandon extirpation, if they were given a 
procedure less dangerous and equally effective. It appears illogical to 
Woelfler to condemn a most beneficial operation, because we have 
among a hundred cases Jive unsuccessful ones. 

“ The number of those who perish, annually from ‘goitre-asphyxia’ 
is Jar greater than the number of those who die ajter the operation 
(extirpation ); and the occurrence of sudden deaths among individuals 
afflicted with goitre would be still much more frequent if extirpation 
would not be resorted to." 

Extirpation becomes a necessity under the following conditions: 
i. If the goitre causes essential functional disturbances (interference 
with the respiration or circulation); 2. If the goitre grows very 
rapidly. 

That extirpation of the enlarged thyroid gland is, also, admis¬ 
sible in morbus Basedowii and seemingly gives good results, has been 
shown by very recent experiments (Watson, Tillaux, Mikulicz, 
Kronlein). 

Extirpation of the goitre is to be disadvised or, at least, to be 
regarded as a risk in the following cases, (the author refers here only 
to unilateral or incomplete extirpation): 1. In young individuals 
(ret. 12 to 14 years); 2. In old people (act. Co to 65 years or older); 
especially if the goitre is large and considerable hemorrhage and long 
duration of the operation is to be foreseen. If in such cases opera¬ 
tion is not to be avoided, then we should restrict the operative pro¬ 
cedure to those parts which arc the real cause of the disturb¬ 
ance; c. g., the isthmus, a small retro-sternal or lateral portion ; 3. It 
is the rule to extirpate goitres, which grow rapidly as soon as possible, 
but there are exceptions to this rule, c. g., cases of goitre, which 
enlarge very rapidly or even suddenly. To extirpate these would, 
under certain circumstances, be extremely dangerous, for the malig¬ 
nant tumors excepted, we frequently have in these cases to deal with a 
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severe hemorrhagic or inflammatory process. To wait is a much 
better procedure for these cases than extirpation or enucleation, as the 
patient is sure to perish from an uncontrolablc hemorrhage or subse¬ 
quent sepsis. Illustrative cases are quoted from llillroth’s clinic. 
The author advises in certain cases incision of the inflamed tissues. 

In regard to the surgical treatment of goitre in pregnant women, 
the author thinks that if respiration is very much interfered with in 
the early months of pregnancy, extirpation may be performed. If, 
however, cyanosis should appear in the latter months of gestation, 
he would advise tracheotomy and wait for the extirpation or enuclea¬ 
tion until after labor. 

In goitres of the new-born the author disadvises operative 
measures. Such cases improve markedly and spontaneously within a 
a few weeks. Should danger of suffocation appear then local applica¬ 
tion of cold leeches or tracheotomy should be resorted to. 

Regarding the extirpation of the goitre in morbus llasedowii, 
Woelfler, after a careful and critical study of the results of the differ¬ 
ent surgeons (Billroth, Watson, Tillaux, faster, l’can, Lcmmkc, Krocn- 
leim, Terrier, etc.,) come to the following conclusions: “It seems 
to me that as yet we have not sufficient evidence that Basedow’s dis¬ 
ease can be cured by extirpation 'of the goitre. On the other hand, as 
far as embarrassment of respiration is concerned and whether extirpa¬ 
tion may be performed in morbus Bascdowii if such is present, exper¬ 
ience shows that the disease is not aggravated by the extirpation, but 
the latter removes the embarrassment of the respiration. Therefore, 
extirpation of the goitre in morbus Bascdowii with co-existing dys¬ 
pnoea is not contra-indicatcd.” 

j. An ics the sin in Goitre—Operations in general. The author 
considers the combined “anesthesia method” of Nussbaum the 
best and most reliable. It consists in giving the patient a 
Pravaz hypodermatic syringe full of a 2 percent, sol. of morphine, 
and after twenty minutes narcotising with chloroform is begun. 
If one docs this carefully the patients may be perfectly an¬ 
aesthetised, but need not loose consciousness; they will feel all 
manipulations, hear and understand everything that is spoken, but 
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have no pain. “ I always," says Woclder, “ have the impression as if 
the ‘mixed chloroform-morphine-narcosis ’ were hypnotised ; they lie 
•with closcil eyes, hear ami answer, hut Jo not feel any fain.'’ 

4. Billroth's Method for Extirpation of Goitre. “ All procedures 

for extirpation of goitre which claim to he methods must fulfil the 
following requirements: first, the afferent arteries and efferent veins 
must lie isolated and ligated in a regular and typical manner; second, 
the avoidance and preservation of the contiguous structures (large 
vessels, nerves, trachea and oesophagus) must be taken into considera¬ 
tion. Care is also to be taken that a part of the thyroid gland may 
remain.” llillroth’s method of extirpation is intra-capsular . W. 
describes now at length (15 pages) Billroth’s method, which he already 
had described at the Congress of the German Surgeons in 1883 (cf. 
Transactions of this Congress;-Translator). 

5. Comparison of Billroth's Method with that of Kocher. The 
differences are slight ones. Billroth’s operation is intra-capsular and 
Kocher's extra-capsular. The results are excellent on both sides. 
Kochcr’s method requires greater experience and skill. 

6. The Control of the Hemorrhage and the Interrupted Manner 
of Operation According to J. Wolff. The author does not improve on 
Wolff's advice to use compression instead of ligation to control the 
venous hemorrhage. The danger of the entrance of air and severe 
secondary hemorrhage is too great. The proposition to interrupt the 
operation and continue and finish it after a few days; i. e., to perform 
the operation for extirpation at two seances Woclflcr would not en¬ 
tirely reject. However, a very few patients would like to go twice 
through the danger of narcosis and the operation ; but the proposi¬ 
tion may receive attention in the case of very old or feeble persons 
who could not bear a long continued an.-esthesia or operation. 

7. On the Technical Difficulties and Dangers during Typical and 
Unilateral or Incomplete Total Extirpation or those Arising Immediately 
Thereafter. Most of the difficulties and dangers called forth depend 
upon the degree of adhesion of the goitrous tumor with the surround¬ 
ing important tissues and organs. The more movable the tumor is, 
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the less dangerous and easier is its removal. If the capsule should be 
found to be adherent to the hyoid bone, the important cervical vessels 
or nerves, the trachea, aorta, larynx, ccsophagus and pleura, then the 
adherent strips of it should be cut off and left in place, e., adherent 
to these important structures, lest the attempt of breaking up these 
adhesions may result in serious injury to a number of vital structures 
and functions of the patient. 

Among the dangers which may arise during or after extirpation 
of the goitre tumor, the author mentions the following : (a) Primary 
and secondary hemorrhage j (i) the entrance of air into veins during 
or immediately after the operation ; (c) the severing of important 
nerves, the sympathetic, vagus and hypoglossns, inferior and superior 
laryngeal nerves, etc. W. also considers, at length, the consequences 
if any of the above mentioned important nerves have been injured 
and quotes copiously from the literature on this subject. 

S. Treatment of the I Found. Complications arising immediately 
after the operation and during the course of the wound. —(a) No unique 
and definite method can be prescribed for the treatment of the wound 
after operation for goitre; it will depend on the views of the indi¬ 
vidual surgeon and peculiarities of the individual case. The author 
would recommend to leave in the wound as few ligatures as possible, 
and in order to avoid the latter to use the thermo-cautery freely. He 
calls attention to the necessary careful and antiseptic treatment of the 
retro-sternal spaces, which often form a nidus for the undisturbed 
development of pus, and contrary to the views of other surgeons re¬ 
commends thorough drainage. 

(h) Complications of the course of the wound. Among these the 
author refers to: (a) Difficulties in swallowing, ( \b ) disturbances of 
respiration, (c) plcuritis and mediastinitis. Some of these ought to 
be only of historic importance, if all the procedures arc carried out 
carefully and thoroughly. 

(e) Cases of Death; (a) cases of death during the operation or 
a few hours later; (i) cases of death during the course of the wound; 
(c) cases of death which occurred a few months after the operation. 
The author analyzes under this head his cases of death regarding the 
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direct and indirect influence of the operation upon this unfavorable 
issue. He mentions here, also, the circumstance already referred to 
by the older physicians and recently by Prof. Ai.iikrt (Vienna), that 
some people perish from tuberculosis after extirpation of the thyroid 
gland. 

(if) Tetanus; Woelflcr quotes from Von Eisclbcrg (Vienna), who 
has written an excellent essay on this subject, that tetanus appears only 
in total extirpation. In a hundred and fifteen cases of partial extirpa¬ 
tion not a single case of tetanus came under observation, whilst after 
fifty-three total extirpations tetanus was observed twelve times (in Bill¬ 
roth’s clinic). Of the thirty cases of tetanus, after extirpation of 
goitre, reported in the entire literature twelve cases occurred, in Bill¬ 
roth's clinic,. The author now gives analytic tables on this subject 
and treats it in extenso. 

(e) Myxaulema Opcratium ( Reuerdin ), Cachexia Thyrcopriva 
( Kochcr). Already Rush, Cooper and Hauslenthner mentioned that 
mental distubanccs appear after total extirpation of the thyroid gland. 
These views, however, received for a time no more consideration until 
lately, the subject was thoroughly studied by Kocher and the author 
himself. W. analyzes forty-six cases of total extirpation (performed in 
Billroth's clinic at Vienna), stating that not inn//rirnrrdoes myxeedema 
opcratium or cachexia thyrcopriva make its appearance and comes to 
the following conclusion : “ In nearly one-third of the cases there 
appeared soon after the operation or after months, even after four o 
five years’ symptoms, which could have been avoided, if a piece of the 
goitre would have been left in the wound.” He, also, again urges 
never to perform total extirpation. Woelflcr then treats in extenso of 
the pathogenesis, symptomatology and nature of myxeedema and 
tetanus; drawing from the entire literature on this subject. A com¬ 
plete statistical table comprising the histories, results and sequela: of 
thirty-nine cases is added to this chapter. 

. ( To be concluded*) 


Ai.iikrt Pick. 
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GENERAL SURGERY. 

Surgical Anaesthesia.—By Gurlt (Berlin). The writer gives a 
rcsumi of the administration of the various anaesthetics in one year in 
the various clinics of Germany and Switzerland. Out of 48,605 admin¬ 
istrations there were 33 deaths. Ether has given but one case of 
death in 4,500 administrations. Nevertheless, this anaesthetic is but 
very little employed in Germany. Bruns, Stclzncr, Iversen, and 
julliard are well satisfied with this anaesthetic and continue to use it. 
The bromide of ethyl has been administered in 2,000 cases, being 
only employed in minor operations and in dental work. Cases of 
violent excitement have been observed but no mortal accidents. 
Finally, penial which has been given in but 226 cases has one death 
already on record .—La Scmaine AfhiitaU, No. 31, 181)2. 

Frank It. Pritchard (Norwalk, Ohio). 

A New Method of Resuscitation in Death from Chloro¬ 
form. By Maas (Gottingen, Germany). The writer, from his ex¬ 
perience in the Surgical Clinic, at Gottingen, Germany, warmly 
recommends the following method of resuscitation of patients dying 
under the influence of chloroform : The operator stands on the left 
side of the patient, with his face toward the head of the patient and 
with rapid and strong pressure the cardiac region is pressed upon. 
The ball of the thumb of the right hand is laid upon the chest 
between the place of the apex beat and the left border of the sternum. 
The number of the shocks or compressions is about 120 per minute. 
With this rapidity of movement one must be careful that one exerts 
enough force and not be fearful of pressing too hard. The procedure 
will be found somewhat easier if one place the left hand upon the 
left side of the thorax and thus fix the body. Success is denoted by 
the artificially produced carotid pulse and contraction of the pupils. 
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The force and rapidity of the impulses must be controlled by these. 
In order to control the result some one should stand at the head of 
the patient and watch his pupils and the carotid pulse. As long as the 
condition of the patient does not improve the pauses should be as far 
between and as short as possible. Later, when the pupil contracts, 
one may wait until it begins to dilate or as long as the spontaneous 
respiratory movements continue. One requisite of success is a certain 
amount of elasticity of the thorax wall. This is found in most cases as 
the experience of the writer with old people has shown .—Berliner 
KUnisehe Wochenschrift , A r o, 12 , i8<)2. 

Frank II. Pritchard (Norwalk, Ohio). 

Anaesthesia from Pental.—By Pmi.up (Berlin). The writer 
claims that pental has the advantage over chloroform of exerting no 
injurious influence upon the heart. The pulse always keeps regular 
and full. Another advantage is the absence of the ill-feeling on 
awakening. In children anaesthesia is obtained in at least one minute. 
In adults three or four minutes are requisite. Pental may also be 
employed in operations of the duration of an hour or more. In 
general the anaesthesia is obtained without any preliminary period of 
excitement. Only one patient has presented a slight degree of 
cyanosis, during the course of its administration. Finally, its inhala¬ 
tion is not disagreeable. Schcde advises one to be reserved in the 
use of an anesthetic which has already, with its limited application 
given one death .—La Semaine MidicaU, jVo. J/, 1892. 

Frank II. Pritchard (Norwalk, Ohio). 

Local Anaesthesia by Infiltration.—By Schi.eicii (Berlin). 
The writer, from experiments upon himself and others, has sought to 
determine the weakest solution of cocaine that will produce local 
anaesthesia from intra-dcrmic injection of the drug. He has found 
that a solution, 1-5000 will produce sufficient local anesthesia. 
Finally, he experimented with distilled water and found that it would 
produce local anaesthesia, but its injection is painful. On the contrary, 
a 2 per cent, solution of the chloride of sodium' will also produce 
anaesthesia without the inconvenience mentioned. Afterwards the 
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sciiede’s cases ok spinal surgery. 

Wc are indebted to Dr. Scliede, of Hamburg, for the advance 
sheets of the Annals of the Hamburg City Hospital, containing a 
review by Dr. Riederof the cases of spinal surgery treated in that insti¬ 
tution for several years past. . 

The cases are naturally grouped under the heads of: i. Injuries 
to the spinal cord without injury to the bony envelope; a. Tumors 
compressing the cord ; 3. Injuries to the spine treated without opera¬ 
tion : and 4. Injuries to the spine operated upon. 

A case of concussion of the cord, without fracture ordisloeation of 
the vertebra or laceration of the cord, represents the first class. This is 
of interest, because, like nearly all of the cases treated mechanically, the 
symptomatology is carefully reviewed and followed by the post-mortem 
findings. In this case there was pain on motion and pressure over the 
region of the cervical and upper dorsal vertebra;,—paraplegia of the 
lower, but motion in the upper extremities. All sensation of 
pain and of heat and cold was lost in the lower limbs, but was retained 
in the upper. The reflexes were not much exaggerated. There was 
incontinence of urine and of faxes, cystitis and involuntary twitch- 
ings of the legs. 

At the autopsy, however, nothing was found except that the low¬ 
ermost cervical and upper dorsal portions of the spinal cord were 
softened, diffusely gray, without any extravasation or degeneration to 
be made out even under the microscope. It was supposed that the 
softening might have been cadaveric, as, owing to an official inquiry 
into the cause of death, the autopsy was somewhat delayed. The 
vertebra: were intact and nothing abnormal could be found in the 
brain. 

In the second case the symptoms were due to compression of the 
spinal cord by a tumor. This patient received an injury about two years 
before he presented himself for treatment at the hospital, by being run 
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over by a light carriage. He had a pleurisy as a result of this injury, but 
was perfectly well after his recovery from this attack until twelve weeks 
before coming under observation, when he began to complain of pain 
in the left side and back. His condition gradually grew worse, motion 
in the upper extremities remaining free, but he could only rise from the 
bed with severe pain ; walking became difficult and he was unable to 
raise the ballsof the great toes from the floor. He also had girdle pains, 
anesthesia in both feet, diminished sensibility in the lower ex¬ 
tremities and abdomen, both for pain and temperature, especially the 
latter. Patellar reflexes were retained and easily called forth. Finally, 
all voluntary control over the lower limbs was lost and there was 
flexor contraction in the right leg and extensor contraction in the 
left. Sensation to pain was still present, but the sensibility of the back 
was diminished. Jarring the vertebral column caused great pain, and 
a slight deviation from the normal curve of the spine was present in 
the lower dorsal region. Analgesi? of the abdomen finally extended 
up to the seventh rib in front and in the back as high as the twelfth 
dorsal vertebra, and the reflexes gradually disappeared. Incontinence 
of urine with cystitis set in ; there were also frequent involuntary 
convulsions in the lower limbs causing great pain in the back. A 
course of treatment by Koch's lymph was without result. Four 
months after his admission to the hospital a flat swelling, like a fun¬ 
gous suppuration and suggesting vertebral caries with compression mye¬ 
litis, being made out, operation was determined upon. The spinous 
processes of the mid-dorsal vertebra; were destroyed and replaced by 
a vascular tumor of about the size of a child’s head, which extended 
into the muscular structures on both sides of the vertebral column. 
Extirpation being impossible, it was removed as thoroughly as possible 
with a sharp spoon and cauterized with the Paquclin cautery. The 
tumor proved to be a small, round-celled sarcoma. No improvement 
resulted from the operation. 

The second case was in a girl six years of age who was admitted 
to the hospital March 12, 1892, on account of paraplegia of 
both legs and multiple bed sores in the lumbar and dorsal 
regions. These symptems began only six weeks before admission, 
with severe pain in both arms, but no paralysis. A complete 
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paraplegia of both legs occurred suddenly about four weeks 
after the onset of the symptoms. There was observable, on the 
right side and along the dorsal vertebral column, a pseudo-fluctua- 
tiug tumor the size of a hazel nut over which the skin was freely 
moveable. The arms were not paralyzed. Slight motion 
in the left psoas muscle and a slight flexion of the right 
foot was possible. Electric excitability was diminished, but no reac¬ 
tion of degeneration was present. Sensibility was retained. The 
rectum and bladder were completely paralysed. There were gan¬ 
grenous bed-sores penetrating to the bone on the left iliac crest. Gen¬ 
eral condition was pretty good. Good appetite, no pain, no tempera¬ 
ture. 

An incision about 1 2 cm. long on the right side of the dorsal 
column was made. A round tumor was present on the right side at the 
point of transition from the arch to the costal insertions; a process 
of the tumor extending downward. The tumor masses outside the 
vertebra; having been removed, a cord was seen leading into the ver¬ 
tebral canal. I he arch of the second vertebra, whose spinous process 
was exposed, was removed. The spinal cord having been laid 
bare, a distinct difference in level was noticeable. The first and third 
vertebral arches were removed for the purpose or extirpating the 
masses attached to the dura ; the first being removed because there 
was a lateral process of the tumor. There existed under the third 
vertebral arch a flat formation, covering the entire dorsal surface of 
the dura mater. A continuation of the tumor masses towards the 
anterior surface was not noticeable. Operation had to be speedily 
terminated in consequence of collapse. 

Patient complained of incessant pain and needed a great deal of 
morphine after recovery from the operation. The wound looked 
well, three days later the level of the dura was everywhere the same. 

The ulcerations on the back looked well; those above the left 
trochanter (which were very deep) had begun to clear up. Legs 
apparently not atrophied; sensibility retained; slight oedema of 
both feet; the flexors of both extremities worked well; there 
existed little capacity for motion except at the tarsal joints, 
particularly at the right, affecting mainly the flexors of 
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the toes; extension, both of feet and thighs, was very feeble. 

No reaction of degeneration. Scarcely noticeable diminution of 
constant faradic excitability. Reflexes considerably increased. Rec¬ 
tum and bladder paralyzed. 

No change in retained sensibility and the extinct functions of 
rectum and bladder. Patient can perform flexion, though rather 
slowly and uncertainly because the intercurrent reflex-movements 
are disturbed. Plantar reflexes of both feet not improved and still re¬ 
stricted to uncertain movements of the toes. Quicker and surer flex¬ 
ion of the left leg than of the right. Extension of left leg is possible 
from time to time, but proceeds quite slowly and with visible exertion, 
the heel being gradually advanced on its support. The falling over 
of the leg being, sometimes, prevented with difficulty. It is impossi¬ 
ble to undertake rotation and movements of abduction and adduction 
in the thighs. The patellar reflexes are greatly increased on both 
sides. Very pronounced ankle-clonus. 

Electric attitude the same as before the operation. 

The paresis of the radialis made but little progress. The 
muscles of the back of the hand became very atrophic; very 
distinct depressions between the metacarpal bones. The ball of the 
thumb has become atrophic. Opposition of the thumb impossible; 
only slight ability of extension; abduction and adduction entirely 
absent. Extension of fingers succeeds only at times and imperfectly. 
Extension in wrist (dorsal flexion) very imperfect. Abduction of 
small finger possible. Sensibility of back of the hand undisturbed. 

Difference between right and left arms at wrist: R. 10 cm., I„ 
io)4 cm. 

General condition excellent. Patient has appetite, docs not 
cough. (This was a manuscript report of a case operated upon in 
March of this year). 

In another case there was an extensive laceration of the cord fol¬ 
lowing a fall of about fifteen feet, striking upon the head and resulting 
in paralysis. 

This patient had violent pain in the neck which seemed shortened 
from above downwards; there was extreme sensitiveness to pressure 
over all the cervical vertebra;, but no demonstrable dislocation or 
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crepitation. Paraplegia and antesthcsia of both lower extremities. 
The anaesthesia extended over the whole trunk up to the cervical 
vertebra: with decreased sensation of the upper extremities and loss of 
muscular strength, although motion was still retained. In twenty-four 
hours collapse accompanied by unconsciousness, marked lhctcorism, 
dyspnoea and death. On autopsy a rupture of the ligaments between 
the vertebral arches of the first, second, fourth, fifth and sixth cervical 
vertebra: with anterior luxation of the sixth and posterior dislocation 
of the seventh cervical vertebra with rupture of the inter-vertebral 
cartilage were found. The cord was lacerated between the third and 
seventh pairs of cervical nerves, and there was hemorrhage into the 
vertebral canal. 

Fractures oe the Spike. 

I. Casts Treated Without Operation. 

Twelve days before coming to the hospital a patient while bathing 
jumped headlong into the water, supposing it to be of considerable 
depth. He struck the bottom, as he says, on his neck, and was at once 
completely paralysed from the neck downwards, but not unconscious. 
Vomited repeatedly after the accident and had difficulty in swallowing. 
Also had several attacks of dyspncea, speech unchanged, bowels 
were moved by clyster after being confined for nine days, but after¬ 
wards incontinence of fa:ces and urine. For eight days there was 
slight motion in the hands. No lesion about the head. Dorsal 
decubitus. Slight prominence of first dorsal vertebra, which was also 
very sensitive to pressure. Complete motor and sensory paraplegia 
of the trunk and lower extremities, and only a slight raising of the 
hands and stretching of single fingers possible; slight sensation upon 
deep needle puncture, in the ulnar region. Skin reflexes of both feet 
and hands retained. Respirations diaphragmatic, the thorax being 
quite immovable. Sudden and severe attacks of dyspnoea finally set 
in a short time before death. 

At the autopsy the cervical vertebral column was found to be 
abnormally mobile. The fifth cervical vertebia was slightly promi¬ 
nent and an irregularly triangular piece of bone was blasted ofl and 
connected with the sixth vertebra only by the inter/ertebral cartilage 



SPINAL SUKGKKV. 


227 


The cervical cord was extremely soft and sunken in the region of the 
fourthand fifth roots. A cavity, limited by the pia mater anteriorly and 
by a thin layer of cord tissue posteriorly, filled with necrotic shreds, 
partly still connected and partly already loosened from their surround¬ 
ings, was found. 

This area of softening measured 2.5 cm. in length and was 
between the fifth and sixth pairs of cervical nerves. Cord above and 
below, normal. 

The second case fell fifty feet from a roof and received a fracture 
of the fifth and sixth cervical arches, with dislocation of the sixth 
cervical upon the seventh. There was a slight extravasation in the 
dural sac in the cervical and dorsal regions and complete destruction 
of the cord between the fourth and seventh cervical nerves. Com¬ 
minuted fracture of right humerus. This patient had paraplegia and 
anesthesia of both lower extremities; anesthesia of the trunk 
anteriorly as high as the sixth rib, posteriorly below the fourth dorsal 
vertebra. The upper extremities were not paralyzed, although the 
muscular power was greatly reduced. No disturbances of sensibility 
in these limbs. Patellar reflexes weak; incontinence of urine and 
farces; slight priapism. 

The third case had a circumscribed fracture of the sixth cervical 
vertebra. Chipping off of a lamella from the anterior circumfer¬ 
ence of the vertebral body caused a wedge-shaped compression of 
the spinal cord. This case had motor and sensory paraplegia. 
Anaesthesia extended up to the mammary line, Motion in the arms 
was slightly diminished; sensibility retained ; incontinence of urine 
and faeces; marked metcorism. 

In the fourth case the injury consisted of a complete crush of the 
body of the sixth cervical vertebra, but the ligaments between the 
vertebral were not lacerated. Cervical medulla from the point of 
fracture up to the third cervical vertebra was changed into a white 
paste in which white and gray substances could no longer be distin¬ 
guished. The rest of the cord was soft, but free from foci. Total 
obliteration of the right pleural cavity. The symptoms in this case 
were : violent pain in the neck which could not be exactly located ;no 
particular sensitiveness to touch along the vertebral column. Com- 
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plctc paralysis of both lower extremities and abdomen. Anaesthesia 
extending up to the lower edge of the third rib anteriorly, and to the 
third dorsal vertebra posteriorly. 

Motor and sensory paralysis of the right forearm in the region of 
the ulnar nerves, motor paralysis of the whole left forearm, permanent 
priapism, total paralysis of bladder and of bowels. There was a con¬ 
stant turning of the head to the left. If turned straight it returned at 
once to its former position, difficult breathing (Chcyne-Stokcs ?) and 
at the last clonic-tonic convulsions in the left arm. 

In the last ease of this series the patient was injured by being 
bent backwards, falling to the ground paralyzed in both legs. 
There was slight tenderness on pressure over the 6th and 7th 
cervical vertebra:, fracture of the 61I1 and 7th cervical vertebral 
bodies, with rupture of the ligaments and a crushing of the 
spinal cord in this region. He had loss of motion and sensation in 
the lower limbs and the ana:sthcsia extended tip to a line somewhat 
above the nipples. Reflexes increased; rectum and bladder para¬ 
lyzed. 

There are seven cases of fracture of the dorsal vertebra:. In the 
first case a transverse fracture and dislocation backwards of the body 
of the twelfth dorsal vertebra existed with total paraplegia and anes¬ 
thesia of the legs and trunk up to the umbilicus, retention of urine and 
obstipation, extravasation of urine. This patient lived six months; 
at the autopsy an ascending degeneration of the columns of Goll, and 
chronic myelitis and atrophy of the lumbar cord were found. 

The second had a fracture of the dorsal body with posterior dis¬ 
location of the lower fragment and a fracture of a piece from the pos¬ 
terior part of the body of the eighth, with complete destruction of the 
cord at the seat of injury. He had complete paraplegia and ana:s- 
thesia of the lower extremities; reflexes absent; incontinence of urine 
and of fa:ces ; cystitis. 

The third died immediately after admission to the hospital; he 
had complete paraplegia and anaisthcsia of the lower extremities and 
of the trunk up to the 5th dorsal vertebra ; retention of urine. Re¬ 
flexes absent. Cerebral hemorrhage, crushing of 5th dorsal, and null- 
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tiple other injuries. Spinal cord torn across at the seat of the spinal 
injury. 

In the fourth case there was complete paraplegia in both legs and 
almost symmetrical anaesthesia on both sides as high as the umbilicus. 
Painful swelling in the region of the 5th, 6th and 7th dorsal vertebra;, 
occasioned by the protrusion of the spinous processes of those 
vertebra;. Paresis of bladder, obstipation. The 9th dorsal body 
was fractured and a wedge-shaped piece was dislocated into the 
vertebral canal, so that the spinal cord was completely severed and the 
canal completely blocked. 

The fifth case was one of direct violence, being struck in the back 
while lying on the ground. Me suffered a fracture of the sternum 
and of the 4th dorsal vertebra, which was dislocated backwards con¬ 
tracting the lumen of the canal. At this point the cord was soft¬ 
ened. This patient had paralysis of the lower extremities, bladder and 
rectum. 

Sensibility completely lost on the left side up to a hand’s-breadth 
above the knee, on the right up to four fingers’ breadth above it. It 
was weak from this point up to a line running transversely the breadth 
of a hand below the nipples. Under extension and counter-extension 
the anaesthesia finally disappeared down to the soles of the feet but 
finally increased again together with paralysis of the rectum and blad¬ 
der and disappearance of the patellar reflexes and bed sores. 

The sixth case had a fracture of the 8th and 9th dorsal vertebra;. 
Ilis right leg and arm were paretic, sensibility normal. Left extremi¬ 
ties normal. Reflexes normal. Bladder paralyzed. After the appli¬ 
cation of a plaster jacket the bladder paralysis disappeared; right arm 
also recovered and leg greatly improved. Obstipation. This patient 
was dismissed from the hospital greatly improved. 

In the last case no autopsy was allowed. 

There is but one case of fracture of the lumbar vertebral column. 

This case was brought to the hospital four weeks after his injury. 
He was said to have become immediately paralysed after a fall of about 
20 feet and sensation was said to have been absent up to his knees. 

Paraplegia and ana;sthesia as high as Poupart's ligament, sensi- 
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bility of penis and scrotum greatly reduced. Reflexes absent. In¬ 
continentia urinm et alvi—gibbossity at first and second lumbar. Bed¬ 
sores. No autopsy. 

//. Fractures of the Vertebral Column Treated by Operation. 

1. Man. Twenty-four years of age; fell from a wall on his back 
and was rendered unconscious: when admitted to the hospital he was 
suffering from shock and had rather copious bleeding from the left 
car. No external injury of the cranial arch. Fracture of the fifth and 
sixth dorsal vertebra: with a pronounced gibbosity. He bad complete 
paraplegia and airesthesia from the umbilicus down. Paresis of bladder, 
reflexes increased. Treated by extension and counter extension, and 
finally plaster corset. Under this treatment there was a progressive 
increase in the symptoms, and consequently about one year after the 
accident the fifth and sixth spinous processes and vertebral arches were 
resected. 

Some fragments of bone were found pressed in upon the spinal 
cord, and they were removed. No injury to the dura or to the cord 
itself could be made out. No improvement followed the operation, 
and lie died about one year later, two years after the accident. 

Autopsy, multiple bedsores, defect of the spinous processes and 
vertebral arches of the fifth and sixth dorsal vertebra:. Vertebral 
canal closed by fibrous tissue. Consolidated fracture of the bodies of 
the seventh and eighth dorsal with the formation of a gibbosity. The 
spinal cord was compressed at this point. Its structure on section was 
not recognisable. Brain normal. 

2. Man. Thirty-eight years old, was struck on the left shoulder 
by a heavy block of wood which had fallen from a considerable height. 
Airesthesia of both legs and trunk up to four finger's-breadth below 
the nipples. Paraplegia, paralysis of bladder and rectum. Treated 
by extension; about ten days later the patient could move the toes of 
the right foot slightly and had very slight power of rotation, hyperes¬ 
thesia. Plaster jacket applied. About two weeks after this he com¬ 
plained of increased pain in the left leg and arm, reflexes were increased 
and there was a bed sore beginning over the sacrum. After another 
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month there was slight improvement in all the symptoms, and another 
month later he was able to raise the entire leg for the first time. 

At the end of the year his condition had become worse again; 
both legs were spastic, flexion and adduction at the hip-joint, “ drop- 
foot.” A slight motor paresis of the shoulder was noticed and diffi¬ 
culty in stipulating the forearm. Sensibility about normal. Reflexes 
increased except the abdominal and cremasteric reflexes which were 
only indicated. Kyphosis about the middle of the dorsal column. 
Scoliosis, toward the left of the lower dorsal column. 

After careful electrical treatment no improvement. 

Operation January 6, 1SS8, one year and three months after the 
injury. Four spinous processes and arches were removed in the mid¬ 
dle of the dorsal region by means of the chisel and mallet. The 
spinal cord was almost completely destroyed, the fractured body of the 
sixth vertebral being pressed into the canal. There was an increase in 
the spastic symptoms lasting for some days after the operation. No 
improvement. 

3. Man, thirty-four years old, was brought to the hospital uncon¬ 
scious, having fallen two stories on to a slate roof and then to the 
ground. No vomiting, no bleeding. 

Complete paraplegia and anaesthesia of lower extremities. Pa¬ 
tellar reflexes absent; region of the 5*h and 6th dorsal vertebral 
prominent; priapism; bladder distended with urine; trace of albumen ; 
dislocation left humerus easily replaced ; extension. 

Next day, condition much the same. No sensation up to the 
middle of the abdomen. Beginning bedsores over gluteal regions. 

Sixteen hours after accident, operation under chloroform—mor¬ 
phine narcosis. 

An incision 15 cm. long made over the spinous processes of the 
5th and 6th dorsal vertebral in correspondence with the prominence 
of the vertebral column. The spinous process of the 5 th vertebra was 
found fractured and easily removed. The arch of the sixth vertebra was 
fractured in its posterior section, both transversely and laterally. 
Whilst, however, the fracture line on the right side runs past the 
processus transversus nearly straight from below, that of the left side 
falls nearly into a direct prolongation of the fracture line running 
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transversely, so that to the left another piece of the transverse process 
is broken off. The joint surfaces of the 7 th vertebra are attached to 
the fractured piece, while those of the 5th remain intact. 

The ligaments, especially the interspinous, are torn, the frac¬ 
tured piece itself and with it the whole posterior segment of the 
vertebral column is driven into the vertebral canal and materially 
decreases its lumen. Another rotation of the fragment has apparently 
taken place in such a way that the spinous process has advanced under 
the skin and the upper portion of the fragment is driven in an opposite 
direction towards the canal lumen. It is this upper part that lies on 
the cord and compresses it. The fractured arch is raised with Langen- 
beck’s hook, completely detached and extracted. The spinal cord 
then lies free surrounded by an uninjured dura. It seems, at the 
point of pressure, to be softer than normal and to have some fluctua¬ 
tion. 

Open wound treatment. 

Operation well borne. Slight increase in symptoms. Galvanic 
and faradic excitability retained. » 

Two days later symptoms began to improve. 

There arc still phenomena of tension in the muscles on passive 
movements. Loud snowball-grating in flexion of knee, more 1 , than 
R, also fibrillary spasms in region of rectus femoris vast. int. 

l’atcllar clonus, R and L, even at mere knocking at tendon. 

Ankle-clonus at right during passive dorsal flexion ; hardly any at 

left. 

Skin reflexes at lower extremities hardly increased, hoot sole 
reflex greatly increased at L, the whole extremity responding 
violently; less intensely at R. Intensity of reaction gradually 
disappearing on continued irritation. 

Sensibility not changed ; impression to temperature normal; 
functions of bladder and rectum normal; urine normal. Patient 
walks about without support and without complaint. A smooth, 
solid scar is found in back corresponding to operation wound. A sulcus 
of skin corresponding to defect of proc. spinosi, allowing insertion of 
a finger. Appearance excellent; nutrition very good; increase of 
weight steady, 59.8 kil. on Oct. 7, 1S90, 74 kil. on Nov. 1, 1891, 
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complexion florid. Patient is on his legs all day and can now walk 
for two hours without fatigue or trouble. Patient is discharged 
Nov. 4, at his own request. He enjoys at home excellent health 
according to a letter written by him in January, r892. 

These cases have been given somewhat in detail because they 
represent careful observation of symptoms followed by the post¬ 
mortem observations, and, therefore, have a direct bearing upon the 
study of the symptoms of localized injuries of the spinal cord and the 
probability of their improvement by operation. 

A recent paper by Dr. M. Allen Starr, in the Amer. Jour. Med. 
Sciences, July, 1892, on “ Local Anaesthesia as a Guide in the Diagnosis 
of Lesions of the Lower Spinal Cord,” is of interest in this connection : 

“ First, as to the location in the spinal cord of the centres of control 
of the bladder and rectum. These centres appear to be uniformly 
affected together, and, therefore, must be adjacent to one another. 
The control of the sphincters is lost when the lesion involves the 
lower three sacral segments, and the centres probably lie in the lower 
two segments of the cord. • This is proven by the autopsies in the 
cases of Kirchkoff, Wcstphal, Oppenhcim and Herter, and by the 
distribution of sensory symptoms in two of my cases, and in those of 
Rosenthal, Bernhardt, Kulcnberg, Mills, and Huber. In these cases 
without autopsy the situation of the anaesthesia was such as to show 
that the lesion was limited to the two or three lower sacral segments, 
and in all the control of the sphincters was lost. 

“ When these segments are destroyed, the sphincter of the rectum 
is relaxed and ther? is no opposition to the introduction of the finger 
into the anus. The entire rectum also loses its power of contraction 
so that it is only emptied by pressure from above or by artificial evac¬ 
uation by means of cnemata or excavation. 

“ The sphincter of the bladder does not appear to be permanently 
relaxed when the cord is destroyed. At any rate a constant dribbling 
of the urine rarely, if ever, occurs. There is, however, a moderate 
incontinence, for as soon as a few ounces of urine collects in the blad¬ 
der the pressure overcomes the slight resistance of the sphincter and 
the urine flows away. Hence a frequent emptying of the bladder 
without the knowledge of the patient takes place. There is rarely a 
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sufficient resistance offered by the sphincter to cause a retention of 
urine and distention of the bladder when the lesion destroys the blad¬ 
der centres. This is much more tiable to occur when the lesion lies 
at a somewhat higher level in the upper sacral region and produces an 
irritation of the mechanism of the bladder. It seems to occur also 
when the lesion involves the cauda equina, producing pressure on the 
nerve roots. Since pressure upon a nerve elsewhere never produces 
tonic spasm, this effect must be of a reflex nature from compression of 
the sensory filaments. 

“ If, in a case of paraplegia, the mechanism of the bladder and 
rectum is not interfered with—if these organs empty themselves natur¬ 
ally when full—in spite of or without the knowledge or control of 
the patient, it is a proof that the lesion has not destroyed the lower 
sacral segments of the spinal cord. In such cases the exact area of 
anaesthesia should be carefully determined, for the information thus 
afforded may enable an exact diagnosis of the situation of the lesion 
and also of the actual extent on the cord to be determined. 

“Secondly, as to the distribution of.aincslhcsia in lesions of the 
lower part of the spinal cord. In the back it is possible to outline 
seven concentric zones of an.-esthesia, starting from the lowest part of 
the sulcus between the buttocks as a centre. 

“ i. The first zone is oval in shape, small in extent, and includes 
the perineum, the posterior part of the scrotum in males, the vagina in 
females; it also includes the mucous membrane of the rectum. 

“ 2. The second zone is heart-shaped—point up—and includes the 
entire scrotum and posterior surface of the penis and mucous mem¬ 
brane of the urethra in males—the entire genitals of the female, ex j 
cept the outer surface of the labia majora and the mons veneris. 

“These two zones can be separated clinically, for in some cases 
the smaller zone only has been anesthetic. In the majority of cases 
the larger zone has been found anesthetic. No autopsies are at hand 
to enable a distinction of lesion to be made'between these two zones, 
but from the cases of Kirchkoff, Westphal, and Hertcr it is possible 
to affirm that the second zone is produced by a lesion involving the 
conus ntedullaris and the fifth and fourth sacral segments of the cord. 

“ 3. The third zone is considerably larger, involving a greater stir- 



SrlX.tL SURGF.RV. 


235 


face of the buttocks and extending down the back of the thighs over 
a triangular area, point down. This lias been named the “ saddle- 
shaped area,” coinciding about with the surface of the seat in contact 
with the saddle when riding. A zone of anatsthesia of this shape is 
due, as the autopsy in Oppenhcim’s case shows, to a lesion involving 
the fifth, fourth, and third sacral segments. 

“4. The fourth zone is of a similar shape to the third, but more 
extensive, a greater surface on the back of the thighs being involved, 
and the anaesthesia extends in a band almost as low as the popliteal 
space. This area has been established clinically in several cases: 
there is as yet no autopsy to determine its lesion; but since the 
smaller zone is due to lesion at the third sacral segment, and the next 
larger zone is due to a lesion in the fifth lumbar segment, it is allowable 
to conclude that this region corresponds with the second and first 
sacral segments. 

“ In thus outlining four zones of the skin and assigning them to 
various segments of the sacral portion of the spinal cord, it is not my 
intention to lay down artificial boundaries or to affirm that all cases 
will exactly coincide. The lesions in the sacral cord are not limited 
exactly to one or two segments. The sacral cord is small in extent 
and lesions involve it to a greater or lesser degree, consequently these 
zones arc not always symmetrical on the two sides of the body; the 
lesion being a little higher on one side of the cord than on the other, 
the zone of amesthesia will be greater on one thigh than on the other, 

1 only wish to show that as the cord is invaded by disease from 
below upward, the area of the skin which becomes anresthetic 
increases in extent, and that the shape of the area is characteristic; 
so that from the study of the area the extent of the lesion can be 
determined. 

“ I also desire to call attention to the fact observed in my fourth 
case, that this area of the skin which corresponds to the sacral cord 
may remain sensitive in a lesion of the lumbar cord, when that lesion 
is so limited in extent as not to cut off impressions passing from the 
sacral cord to the brain. This affords an important evidence of th&i 
extent of a lesion in the lumbar cord. For if that lesion is transverse 
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and involves all the columns, all sensation below its level will be lost, 
while, if the lesion is limited and does not affect the posterior 
columns of the cord through which impulses are passing up from the 
sacral region, the total anaesthesia will not include the parts of the 
skin related to the sacral cord. 

“ 5. The fifth zone of anaesthesia is seen to include the first four 
zones and to extend down the back of the thigh through the popliteal 
space in a band, and then to descend the outer surface of the leg to 
the foot. In some cases it ends at the ankle, in others it involves the 
entire side of the foot, dorsum, and sole, and three and a half toes. 
When a lesion extends from the sacral into the lumbar cord the 
anaesthesia extends from the thigh down the outer side of the leg. 
This area then corresponds to the fifth lumbar segment of the cord. 

“ 6. The sixth zone of anesthesia is produced by a lesion of the 
third lumbar segment. When the third lumbar segment is diseased, 
the entire back of the thighs and legs is anesthetic and the front of 
the thighs is also anesthetic, except over a funnel-shaped zone which 
extends from above downward, the narrow tube of the funnel reaching 
along the shin even to the foot. This zone will probably be separated 
later into two separate parts corresponding to lesions of the fourth and 
third lumbar segments. There is not as yet a sufficient number of 
cases to warrant such a distinction. The exact limits of anaesthesia 
on the feet are still uncertain, and no more exact statement than that 
given is warranted. It is quite common to find the inner arch of the 
foot sensitive when the toes and heel and entire dorsum are anaesthetic, 
and it is probable that the higher the lesion the greater the anaesthesia 
on the foot. 

“ 7. The last and largest zone of anaesthesia is produced by a les¬ 
ion of the four lower lumbar segments, that is, by destruction of all 
but the first lumbar segment of the cord. The line of anaesthesia is 
much lower in front than behind and follows the line of Poupart's 
ligament. It is only when the first lumbar segment of the cord 
is invaded that the abdominalwall becomes anaesthetic. 

“ From this level upward the zone of anaesthesia extends around 
the body in a girdle, and there is no difficulty in locating the level of 
the lesion in the dorsal cord. 
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“ It is to be remembered that in all these lesions and areas of 
anaesthesia, the anus, perineum, and the genitals are included in the 
insensitive region. This is an important fact in the differentiation of 
cases of organic from functional paraplegia. It is also to be noticed 
that the shape of the area of anarsthesia in the back differs in organic 
and in functional cases. 

“The escape of the genital organs in the functional cases is a 
most important point of diagnosis between hysterical and organic 
paraplegia. 

“The study of the area of anaesthesia, therefore, not only enables 
us to reach a diagnosis of the level of the lesion ; but it also enables 
us to separate organic cases of spinal-cord disease from functional and 
hysterical cases of a paraplegic kind. 

“ Multiple neuritis is sometimes attended by anaesthesia of the 
extremities. The anaesthesia is limited, however, to the hands and 
feet, or if it extends up the limbs it is limited by a line drawn around 
the legs or forearms below the knees or elbows. It never resembles in 
its distribution the area of anaesthesia produced by lesions of the 
spinal cord, 

“ Nor can the anaesthesia from injury of special nerve trunks be 
confounded with that due to spinal disease, as a reference to any 
diagram of the distribution of the cutaneous nerves will show. 

“A few words must be added regarding the differentiation of 
lesions of the spinal cord from those of the cauda equina. The study 
. of the anaithesia alone docs not aid very greatly in the differentiation. 
A lesion of the sacral nerve roots produces an identical area of 
amesthesia as a lesion of the sacral cord. It also produces a paralysis 
of the bladder and rectum. Thorburn 1 has proved that pressure 
exerted on the cauda equina affects the nerves in the middle of the 
cauda to a greater extent than those near the surface. ‘ Those nerves 
which pass out lower down are, in the cauda, situated nearer the 
middle line than those which pass out above them, and hence they 
would appear to have more room to escape from pressure, and we 
might expect them to suffer less rather than more; but that the con- 

1 The Surgery of the Spinal Cord, p. 99. 
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trary is the case is an established fact, and we are able definitely to 
conclude that in a pressure lesion of the entire cauda equina those nerve 
roots which emerge lower down are more seriously injured than those 
above them.’ This conclusion has been proven by the autopsy in 
Herter’s case, where the middle roots only were degenerated, though 
the pressure was exerted on all the roots at the level of the last 
lumbar nerve. 

“There is no way, therefore, of determining by a study of the 
anaesthesia alone a pressure lesion on the cauda high up from a de¬ 
structive lesion in the cord at its lowest extremity. 

“The diagnosis may, however, be made, first, from a study of 
the surgical indications, chiefly of the nature of deformity, the 
relation of the vertebra; to the segments of the cord being remem¬ 
bered. 1 lie cord cuds at the first lumbar vertebra, hence any fracture 
below that is necessarily compressing the cauda equina. Secondly, 
the diagnosis may be made from a study of the paralysis which 
accompanies the anasthesia. This paralysis is very slight in lower 
cord lesions, being confined to the peronei muscles when the lesion is 
at or below the second sacral segment; it involves the anterior tibial 
and posterior tibial muscles when all the sacral segments are involved, 
and only invades the movements of the hip-joint when the entire 
lumbar region of the cord is affected. In cauda lesions, on the 
other hand, the pressure on the nerve roots is often sufficient to pro¬ 
duce widespread paralysis when sensation is but slightly affected. 

“ The cases in which autopsy or operation has rcvealid the nature 
of the lesion in diseases of the lower cord demonstrate, however, that 
a sharp differentiation between cauda equina and cord lesions is not 
often justifiable. In the four autopsies here cited, both cord and 
cauda were invaded by the lesion, which was a mcningo-myelitis with 
hemorrhage, the result being a destruction of the lower cord and a 
matting together of the nerves of the cauda in a mass of inflammatory 
material. It seems, therefore, questionable whether, except in cases 
of fracture below the first lumbar vertebra with displacement of the 
vertebra;, any sharp line of distinction between cord and cauda 
lesions should be attempted. It is chiefly in the surgical cases that 
operative interference has been attempted, and here, as already 
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stated, the surgical rather than the medical facts have been the surest 
guides to the operation. 

“There is one case on record, however, of successful operation 
for removal of a tumor compressing the cauda equina (Laquer, Neurol. 
Ceulralbl ., 1891, x. 193). In this case the extreme pain in the sacral 
region and the tenderness over the sacral region appear to have been 
the particular symptoms which guided the operator; the tumor was 
extra-dural, and the nervous symptoms were by no means such as to 
suggest a lesion of the spinal cord. In two other cases of tumor of 
the cauda equina—viz., those of Simon {Arch./. Psych., 1875) and 
Lachmann {Ibid., 1882), the characteristic nervous symptoms of com¬ 
pression of the cauda were wholly wanting, and the cases were not 
diagnosticated during life. 

" Some writers upon the differential diagnosis between cord and 
cauda equina lesions have laid stress upon the fact that sensations of 
touch, temperature and pain are not always equally destroyed, and 
have sought to conclude that this inequality of sensory disturbance 
was evidence of cord lesion as distinguished from cauda equina lesions. 
The cases of Ilcrter and Oppcnhcim, with autopsies, and two 
of my cases, in which the operation showed the lesion to be a 
compression of the cauda without lesion of the cord, prove that this 
point of differential diagnosis is not well taken. In both cord and 
cauda lesions the disturbance of tactile sense may be more or less 
extensive than that of the sense of pain and temperature. 

“ It is evident from the facts here presented that a careful study 
of disturbances of sensation is a valuable aid in the diagnosis of the 
situation of lesions in the spinal cord and cauda equina. It is, however, 
to be remembered that amesthesia is but one of a series of symptoms 
entering into that diagnosis, and the condition of reflexes, and the 
power, tone and electric reactions of the muscles are not to be 
neglected in the examination of any case. It is only when all the 
signs of a local lesion coincide that the diagnosis is an absolute one.’’ 

Comparison of Resui.ts Obtained iiv thf. Conservative and 
Operative Methods. 

In the former series there arc thirteen cases—five in the cervical 
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region, seven in the dorsal, and one in the lumbar. Of these all 
died excepting one of the dorsal cases, in which there was decided 
improvement and in which Sayre's plaster jacket was employed. 

All the cervical cases resulted from indirect violence, and in four 
there was complete destruction of the spinal cord at the point of 
injury. In the third case, however, there is no record of destruction 
of the cord, but a simple compression by a wedge-shaped piece of 
bone. The symptoms, however, pointed to a rapid upwards involv- 
ment of the cord as high as the phrenic origin, and finally respiratory 
symptoms were very marked. He lived only four days, and it is not 
at all likely that operation would have been of any benefit. 

In the dorsal cases the first patient lived six months, and at the 
autopsy an ascending degeneration of the columns of Goll, chronic 
myelitis and atrophy of the lumbar cord, would seem to indicate that, 
had an operation been performed early, some benefit might have been 
obtained. In the second and fourth cases the cord was completely 
destroyed, the third died immediately after his admission to the hos¬ 
pital, and the fifth was one of direct violence, who improved decid¬ 
edly for a time by means of extension and counter-extension, and in 
whom it is possible that an operation might have arrested the altera¬ 
tion in the cord. The sixth case left the hospital greatly improved, 
the only one of this scries who did not succumb to his injuries. In 
the last cascand in the lumbar case there was no autopsy allowed. 

In the operative scries there are only three cases with one death, 
one unimproved and one improved. In the case that died the autopsy 
showed that the cord had been completely destroyed and the canal 
blocked by a fibrous mass; he was not operated upon until about one 
year after the accident. 

The second case first improved, then became worse under the ex¬ 
tension treatment, and was operated upon a year and a quarter after 
the injury. Ilis symptoms were increased for a time after the removal 
of the arches, which was done with the mallet and chisel, a fact that has 
been noticed in other instances, where this method of operating has been 
employed but finally there was no improvement in his condition. The 
last case was operated upon sixteen hours after his injury and a compres¬ 
sion of the cord was found and removed. He made an absolute recovery. 
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In considering this tabulation of cases the conclusions are stated 
as follows; 

Considering the distressing prognosis of such lesions in the cer¬ 
vical region and our absolute inability to render assistance, a bloody 
operation appears plausible. 

In the dorsal region autopsy having shown that a depressed frag¬ 
ment had caused either a softening process in the neighborhood of the 
compression, or more frequently, that compression of the medulla pro¬ 
duced a cord degeneration, an irreparable change of the cord was no¬ 
ticeable wherever the narrowing factor was not removed. Recovery 
in the last case operated upon was solely due to operation directly after 
the accident. 

The methods of treating vertebral fractures in the usual way offer 
a chance of success only where there exists no, or but slight, disturb¬ 
ance of the spinal cord, such as paralysis of single groups of muscles, 
one-sided paralysis, partial disturbances of sensibility, etc. 

Hut in all cases where paraplegia, total anaesthesia and paralysis of 
the bladder and rectum indicate a severe alteration of the cord, 
only an operation, directly after determining the point of fracture by 
means of local symptoms, will afford a chance of attaining an im¬ 
provement, approaching a cure in favorable cases. 

These cases illustrate very forcibly the fact that if any 
benefit is to accrue from operative interference in this class of 
cases, it should be undertaken early, before degeneration due to com¬ 
pression has advanced and destroyed all hope of improvement. The 
operative cases also show that the results derived from a careful study 
of the symptoms have not yet advanced far enough to enable us to 
differentiate absolutely between a complete destruction of the cord, 
and a simple arrest of its function in consequence of compression. 
These cases only emphasize the conclusions we advanced after a study 
of one hundred and three cases a year ago.' 

There arc also eight cases of operation for paraplegia of Potts’ 
disease, which we have not given in detail as they will appear in an 
article on that subject in the October issue of the Annals. 

Samuel Lloyd. 

x American Journ. Med. Sciences, July, 1891. 
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KUEBLER ON EXTIRPATION OF ANEURISMS. 1 


E. Kucblcr, in a paper on “ Extirpation of Aneurisms,” gives 
the history of 40 cases—28 arterial and 12 arterio-venous aneurisms ; 
of these, 11 were idiopathic and 29 traumatic. 

They were classified as follows: 


Arterial 

Aneurisms. 


Femoral. 3 

Popliteal. 5 

Post, tibial .. 1 

Ant. tibial. 1 

Dorsalis pedis . 1 

Axillary. 1 

Brachial. 6 

Ulnar.t 

Radial. 1 

First interosseous, dorsum of hand . . . 1 

On head. 2 

Orbital.. 1 

Tongue . 1 


Arterlo* Total, 
venous A. 

2 5 

5 9 

1 2 

o 1 

o 1 

1 8 

2 8 

o 4 

O I 

o I 

2 4 

o I 

O I 


2S 12 40 

Size. One of the aneurisms of the brachial artery reached the 
size of a man’s head, two that of a child's head, the remainder vary¬ 
ing from the size of a pigeon's to a lien’s egg. 

Those of the popliteal artery varied from the size of a hen’s egg 
to the size of both fists. 

The femoral aneurisms from the size of a hen’s egg to a goose's 
egg. Those of the smaller arteries ranged from the size of a hazel¬ 
nut to a lien’s egg. 

I11 three of the forty cases we had to deal with ruptured 
aneurisms. 

Eleven of the cases had been treated unsuccessfully by the various 
modes of pressure; five by Hunter’s method of ligation. 

1 Heitragc zur Klinischcn Chimrgie . 
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Thirty-nine of the forty cases were successfully treated by extir¬ 
pation. 

In three cases of aneurisms of large vessels operated'on in pre¬ 
aseptic days, the convalescence did not last over four weeks. 

In a considerable number of the cases primary union took place, 
and after operation for smaller aneurisms this invariably was the 
result. 

In two cases suppuration took place; one case was complicated 
by a gun-shot injury (Filizet) ; in the other a portion of the sac was 
retained and was later cast off (Despres). 

One case of aneurism on the head died from hemorrhage (Socin). 

The possibility of extirpation of traumatic aneurism is well 
shown by the twenty-nine cases cited. Trendelenberg operated on a 
case following an injury received six days previous. 

There arc also cases operated on, one of four weeks’ standing, 
three cases of five weeks, and two after six weeks. 

As regards technique, two methods were employed. 

In the first the exposed sac is incised, emptied, the ends of the 
vessels tied and the sac extirpated. In this method the excision is 
difficult, and often portions of the sac arc left behind. 

The second method seems to be of more value; the sac is extir¬ 
pated without being incised. 

The proximal end is laid free and the vessel ligated. The sac is 
then dissected outwards ; after shelling out of the sac the distal end 
of the artery is tied. In some cases it is advantageous to begin 
dissection at the distal end. 

The first method is preferable in femoral aneurisms when there is 
danger of hemorrhage from the profunda ; also when it is difficult to 
get at the vessels, or when profuse hemorrhage follows a tear of the 
sac. 

The principal dangers in the operative treatment of aneurisms 
were formerly, and are to a less extent to-day, secondary hemorrhage 
and gangrene. 

As regards secondary hemorrhage, the principal reason given for 
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it is atheroma of the arteries, and Hunter advised tying at some point 
distant from the sac. 

The fallacy of this theory is proven by C. O. AVcber, who says, 
“ In traumatic aneurisms the artery is as thick near the sac as further 
above and in cases of atheroma we may be sure that an artery nearer 
the heart is as diseased as the artery bearing the aneurism.” Weber 
has also proven by numerous experiments that an atheromatous artery 
is as easily obliterated by ligature as a healthy one, and comes to the 
conclusion that in Hunter's method the danger of secondary hemor- 
hage is as great as in Anel’s, or even in Antyllus’ operation. 

Here Weber lias gone too far, for in Antyllus' method, incision 
and ligature above and below protects least against hemorrhage. For 
here primary union is impossible, the sac often covered with calcareous 
plates remains behind and induces suppuration ; and this easily causes 
secondary hemorrhage. The suppuration dissolving thrombi in a 
number of the smaller blood-vessels which were not tied off. 

In extirpation this need not be feared as all the vessels are tiedofT 
after the shelling out of the sac. 

In none of the cases was there secondary hemorrhage, which 
is not so remarkable considering the number of cases healing by first 
intention. 

The danger from gangrene increases with the proximal ligature of 
the sac, and therefore the Hunter operation is more dangerous than 
Anel’s, Antyllus’ or that of extirpation. 

In the latter operation there is rapid formation of collateral cir¬ 
culation. 

In a case of Wald's after extirpation of an arterio-venous aneurism 
oedema of the leg disappeared and a larger ulcer of the leg healed. 

It has often been said that the consequent gangrene was due to 
injury of the veins. Experience has taught us that this view is false. 
Injury of a vein in no wise need lead to gangrene, and in most cases 
where this took place, the veins were intact. In the 39 cases the 
veins was opened 3 times in femoral aneurism ; in popliteal aneurism, 
S times; in axillary aneurism once and in brachial aneurism 3 times. 
In all these cases gangrene set in but once; in a case of femoral 
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aneurism, small gangrenous spots appeared on the sole of the foot. 
Wounding of the vein does not seem dangerous in most instances, for 
as is shown in some of our cases pressure of the aneurism partially or 
wholly obliterates it, and collateral circulation is already established. 
Nevertheless wounding of the veins is to be avoided where possible, 
although in many cases this is difficult owing to the adhesion of the 
veins to the sac. 

Koehler in popliteal aneurisms applied a ligature to the calf of 
the leg.and bandaged the leg up to the aneurism. Then he applied a 
second elastic band to the lower part of the thigh and removed the 
first band; this allowed the veins to be filled up with blood and the 
dissection was rendered much easier. If this cannot ,bc done, it is 
advisable to leave a portion of the sac attached to the vein as Trende- 
lenberg has done. 

Statistics of Delbert show that in large aneurisms treated by exci¬ 
sion and extirpation (68 cases) gangrene occurred in 2.94 per cent., 
while in ligation of similar arteries (224 cases) it was 7.58 per cent. 

In our forty casts there was not one instance of gangrene. As 
regards mortality ; Delbert puts it for ligation at 18.75 per cent., for 
incision and extirpation together it was 11.32 per cent. In our cases 
it was only 2 per cent. 

Extirpation is therefore with reference to hemorrhage and gan¬ 
grene less dangerous than ligation. 

The patient is saved from various dangers which threaten him 
after ligation or to a less extent after Antyllus’ method. 

With all its dangers the method of ligation offers the least guar¬ 
antee of a permanent cure. 

In many cases it has no effect on the aneurism, and in others, 
after an apparent cure pulsation recommences in the sac. 

The method of Antyllus is more favorable ; if once cicatrization 
of the wound takes place, then the cure is positive and lasting. 

Most favorable arc the results after extirpation. After removal 
of the sac a clean wound is left behind where nothing interferes with 
primary union. 

We consider extirpation the most rational operative treatment for 
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aneurisms; this method is less dangerous than the other two and the 
results are more positive. 

The operation is more difficult to perform than the others and 
this woidd be of import before the introduction of narcosis, Es¬ 
march’s bandage and antisepsis. 

Now, greater or lesser technical difficulties do not decide the 
choice of the operation but rather the advantages it holds out to the 
patient. 

Extirpation deserves to he used primarily in all cases of peripheral 
aneurisms where the question of operative measures comes up. 

S. Landsmans. 


WOELKI.ER ON THE SURGICAL TREATMENT OE GOITRE. 1 

Part III. The Methods of Treatment of Goitre with Special Ref¬ 
erence to the Cases Treated Between the Years 1878 to 1884 at 
the Clinic of Prof. Billroth (Vienna), and those Treated by the 
Author Himself at the Clinic in Graz, Between the years 1886 
and 1890. 

AY. Substitutionary Operations other than Total Extirpation 
—After the disadvantages of total extirpation had been recog¬ 
nized, especially the extensive paralysis of the vocal cords, (among 
38 cases of paralysis of the pharyngeal muscles, 34 concerned 
total extirpations), tetanus and myxeedema, many authorities advo¬ 
cated again partial or unilateral extirpation. As real substitutes 
for extirpation may be regarded : 1. Enucleation of the goitre- 
nodes; 2. The ligation of the afferent arteries; 3. The resection 
of both halves of the goitre. 

Extirpation of the Isthmus may take the place of total extir¬ 
pation in certain cases of goitre. The proposition to extirpate the 
isthmus has been accepted as justifiable, because there exist numerous 
cases in which it alone is enlarged, and it was thought that by 


■Summary continued from August. Page 161. 
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removing the isthmus not only the most important embarrassment to 
respiration would be gotten rid of, ,but also the two remaining lateral 
lobes would be robbed of an important “nutrient bridge" 

Indications for Extirpation of the Isthmus. 1. The isthmus must 
be, considerably enlarged. 2. Attacks of coughing or dyspnoea 
should occur at the least perssure upon the isthmus. 3. Anterior 
compression of the trachea must be detected on laryngoscopic 
examination. 

A complete, substitute for total or unilateral extirpation is 

The Different Methods of Resection of the Goitre; suggested and 
performed recently by Mikulicz. Enough of the thyroid gland should 
be left to correspond to about one-fourth of that structure. Mikulicz 
preserved that part, which corresponds to the hilus; the point of 
insertion of the arter, thyroid infer, llillroth saves that portion 
corresponding to the superior pole of the gland. Under certain 
circumstances it may be advisable to preserve the portion which forms 
the inferior pole, or the isthmus. An exhaustive description and 
criticism of the methods and procedure of the different operators 
follows, including the names of Mikulicz, Hahn, Kochcr, Billroth, 
etc., etc. Porta seems to have been the first who performed a real 
resection. 

XII. Recurrence of Goitre. The following conclusions are 
offered: 

1. If, in incomplete total extirpation, hypertrophy of the re¬ 
maining goitrous gland-substance takes place, then this is to be re¬ 
garded as a physiological necessity and should not be identified with 
recurrence appearing in connection with abundance of goitrous 
tissue. 

2. In growing people a recurrence is more likely to take place 
than in older persons. 

3. The pathological variety of the goitre will be of considerable 
importance. The rapidly growing forms, e. fcctal adenoma, will 
more easily recur than the adenoma gelatinosum; moreover, the 
foetal adenomata will on account of their multiplicity more easily lead 



248 


EDITORIAL ARTICLES. 


to recurrence, as after extirpation of some adenoma-nodes other 
smaller ones, in the parenchyma, may be overlooked. 

4. The method of operation, according to Woelfler’s view, may 
also have something to do with recurrence or atrophy. 

C. The Suroicai. Treatment ok Cystic Goitre. 

I. Anatomical Remarks. —The following kinds of cysts may de¬ 
velop in goitrous thyroid glands: (1) serous cysts, (2) colloid cysts, 
(3) hemorrhagic cysts, (4) compound cystomata, and (5)ecchinococ- 
cus cysts, (very rare). A minute topographical and pathologico- 
histological description of these varieties is given by the author. 

II. Palliative Operations—the Artificial Evacuation of the Cyst ,— 
Simple evacuation of the fluid can never constitute a radical method. 
In preantiseptic tissues it was quite a successful procedure, on account 
of the subsequent and often quite extensive suppuration, which led 
to final shrinkage of the organ; but then this method was fraught with 
dangers; and to-day through antisepsis where it is free from such 
dangers, it is, also, bare of success. However, in certain inoperable 
cases with dangerous symptoms of suffocation (cystic goitre) it may 
have a place as an important palliative measure. 

The following other palliative means receive short consideration. 
Lifting of the cyst out of the retro-sternal space, recommended by 
Bonnet; subcutaneous /liscision of the cyst-walls recommended by Porta 
and e/ife//<j/)w[spoken of by Amussat (son). 

III. The Radical Methods of Operation. —The author divides 
these into: (1) Those by means of which the fluid contents of the 
cyst is evacuated and subsequently an inflammation is set up without 
suppuration followed by atrophy of the cyst, the whole process brought 
about by the .injection of an irritating fluid : (2) Those by which not 
only the fluid but, also, the solid contents of the cyst are evacuated, 
in order to cause inflammation and open suppuration and in this way 
bring about a cure; drainage and broad incision of the cyst belong 
under this category, which latter, procedure is supplemented by partial 
extirpation: (3) Enucleation of the cysts: (4) Resection of the 
goitre or unilateral extirpation of the goitre including the cyst 
imbedded in the parenchyma. 
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AH these procedures, their special technique, advantages, disad¬ 
vantages, statistics, etc., are admirably and thoroughly treated of, by 
the author. 

A description of the chromo-lithographic plates and a list of the 
works of over 1200 authors to which the writer in the preparation of 
this special work has referred to, are added to the work, making it a 
most exhaustive modern treatise on Goitre and its Treatment. 


Ai.durt Pick. 
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CZERNY ON THE PRESENT STATE OF THE SURGERY OF THE 
GAl.L-BLADDER.' 

Professor Czerny, of Heidelberg, in a recent article contributes 
his views and experience in the surgery of the gall-bladder, based 
upon eighteen cases. He prefaces his paper by the remark that no 
surgical interference is demanded in cases in which gall-stones pro¬ 
duce no discomfort, even though they can be felt as tumor-like swell¬ 
ings. Cases also in which attacks of colic disappear quickly, the 
co-existing jaundice is of but short duration and the symptoms can be 
readily relieved by internal treatment, belong to the domain of inter¬ 
nal medicine as long as the symptoms take a mild course, are of short 
duration, appear only at reasonably long intervals and do not seri¬ 
ously interfere with the general health for a longer time. Hut if the 
phenomena connected with severe cases follow rapidly upon each 
other, and if, also, during the intervals a dull feeling of tension, dis¬ 
comfort and pain persist, it is then certainly advisable to consider 
whether with the aid of surgery relief cannot be secured. 

The most severe cases arc those in which icterus exists for months, 
where the fasces arc entirely devoid of bile, the urine of nearly black 
color, the strength failing and sleep greatly disturbed by severe pruri¬ 
tus. If these conditions arc associated with hemorrhagic diathesis, 
scorbutic phenomena, and if, by long continued retention of the bile, 
atrophy of the hepatic tissue appears so that even with entirely white 
stools the urine is no longer of a very dark color, if the symptoms of 
intoxication by absorption of the constituents of the bile step into 
the foreground, then it will always be too late for successful surgical 
interference. It will be the lesson of future experience to ascertain 
how far we can go with operative measures in such cases, but also, 
especially to prevent the occurrence of such hopeless conditions. 

1 Deutsche Medicinischc IVochanchrifl, 1893, No. 33, p. 516. 
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The two varieties of cases to be distinguished are those of gall¬ 
stones without tong continued icterus and those with tong continued 
icterus. In the first variety the calculi are found in the cyst, wedge 
themselves into the ductus cysticus, produce, at times, collateral swell¬ 
ings and narrowing of the hepatic duct and cause either through these 
circumstances, or when they in their gliding onward pass through the 
ductus choledochus, temporary icterus. Often pyogenic bacteria gain 
entrance into the gall-bladder, causing inflammation, ulceration, 
retention of pus in the gall-bladder, and inflammation in the surround¬ 
ing tissues. Frequently these complications do not appear; at least, 
one observes often pure hydrops of the gall-bladder, the retained 
contents of the cyst, through the long continued occlusion of the 
cystic duct, having been rendered clear and watery. 

Cases without icterus frequently give rise to diagnostic diffi¬ 
culties. If careful bimanual palpation with or without anesthesia, 
in the left lateral position of the body, discloses a swelling which 
in accordance with location and size may lead one to suspect a 
filled gall-bladder, then one also frequently thinks of a piece of 
isolated liver, an ccchinococcus cyst, floating kidney, pyloric or 
intestinal tumors, even of ovarian cysts in an abnormal location 
with fixation. 

The author does not intend to consider the differential diagnosis 
of these different diseases, but would like to emphasize that often the 
employment of an exploring trocar will remove all doubts, and that 
he has never observed ill consequences from their use. 

Should careful palpation fail to disclose any distinct swelling, 
then the diagnosis will be still more difficult and only if, with inter¬ 
vals extending often over years, again and again pain appears in the 
region of the gall-bladder, transitory circumscribed peritonitis occurs 
in the region mentioned, temporary icterus with vomiting and consti¬ 
pation exist, the diagnosis of gall-stones in a small, shrunken gall¬ 
bladder will be indicated. The rarely absent fever with rigors will 
only aid to support the diagnosis. 

Although the calculi may leave the gall-bladder without prodromal 
icterus, by an ulcerative process and enter the colon, the peritoneal 
cavity or omentum, they, however, become productive of serious 
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symptoms only when they are lodged in the ductus choledochus and 
permanently prevent the passage of the bile. The gall-ducts above 
the valve of Vatcr may be distended to the calibre of a thumb, 
but the part which runs within the wall of the duodenum remains 
narrow and allows only with difficulty the passage of gall-stones of 
the size of a bean. Considering that a long existence of these cir¬ 
cumstances nearly a 1 ways causes adhesive inflammatory conditions in 
the neighborhood of the ligamcntum hepato-duodenale, it will, even 
with an opened abdominal cavity, be difficult, sometimes even im¬ 
possible, to palpate small concretions in the ductus choledochus. 

The ductus cysticus is often distended by retention of fluid, the 
calculi in the gall-bladder may, thus, proceed and will be pushed into 
the upper end of the hepatic duct by the retained bile. Concretions 
may, also, be formed in the extensively distended branches of the 
hepatic duct. It has been experimentally proven, that in animals in 
which the gall-bladder had been extirpated, the ductus hepaticus is 
gradually distended, and, therefore, this consequence may also take 
place in man after extirpation of this organ and lead to the formation 
of gall-stones in the liver. 

Extirpation of the gall-bladder does, therefore, not protect from 
renewed formation of calculi, even, if no positive observations on this 
subject have been published. At any rate this circumstance must urge 
us to save this structure as long as it is not degenerated. Another 
consideration is to be taken into account to cause us to be quite con¬ 
servative in this operation. Since von Winiwarter has shown that the 
gall-bladder may be used to convey the bile into the duodenum, if the 
ductus choledochus is permanently closed, since this cholccystcnter- 
ostomy has been very much simplified by Kappclcr, it is agreeable to 
know that one always can make use of this resource, if the ductus 
choledochus should be occluded through concretions, neoplasm or 
cicatrices. If the gall-bladder would have been extirpated, and then 
an occlusion of the ductus choledochus would occur, we could only 
remedy this if it was practicable by either striving : r, to feel the stone 
in the ductus choledochus, to crush or remove it by incision—chole- 
dochotomy, as is known, has already been performed successfully 
several times; or, 2, to unite the distended duct with the duodenum 
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by means of a “labiated and hemmed” fistula. Sprengel has tried 
this once successfully; perhaps one could, also, dissect out that part 
of the duct, which is not distended, divide it where it enters the wall 
of the duodenum and then insert it at a new place into the intestines; 
or 3, to incise the duodenum in its vertical portion and through this 
incision sound and dilate the duct. Hut as even the pathological 
anatomist is often obliged to search a long time, before he can detect 
the opening of the duct in the duodenum, this procedure does not 
promise much. 

The indications for operation in the first class of cases, without 
permanent icterus, are, essentially, symptomatic. Stones in the gall¬ 
bladder may cause pain for decades, may even prevent the bile from 
entering it, without, however, endangering directly life. The agony 
may, however, be so great, that morphinism may easily be induced. 
The desire to be cured is so sincere, that an indication for an operation 
is not rare. 

In these cases we have to deal mostly with the gall-bladder alone, . 
whilst the ducts, except the cystic duct, functionate normally. It is 
important to investigate, after abdominal section has been done, where 
the calculi are lodged, and whether already changes have taken place 
in the gall-bladder. Although the safety in performing the operation 
at two sittings is unquestionable, it is better to reserve it only for those 
cases in which the contents of tire gall-bladder are purulent. It is very 
difficult to investigate the state of the walls and nature of contents of 
a tensely-filled gall-bladder. It is better, therefore, after it has been 
brought to view, to evacuate its contents with an aspirator. A good 
method is also to protect the abdominal cavity and surrounding tissue 
by pads of iodoform gauze, to incise the gall-bladder and wash it out 
with a boracic acid solution. In an open abdominal wound one can 
investigate the exterior as well as interior of the gall-bladder and its 
ducts, and immediately finish the operation whatever method may be 
selected. If the operation be performed at two sittings and a fistula 
be established, then one can only work in the interior of the gall¬ 
bladder and has to leave everything else to nature. 

However, if an operation without interruption be performed, we 
undertake a more extensive and, therefore, more dangerous step, but 
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ill this case, also, the complicated cases may be quickly finished, and 
the contents of the gall-bladder are not very dangerous for the peri¬ 
toneum. The one-seancc-operation, also, offers us the opportunity of 
drainage, which has to be omitted if we perform an operation at two 
sittings. 

Should the aspirated contents of the gall-bladder consist of pure 
bile, then the walls are, probably, in a quite normal condition. For 
these cases the ideal cholccystotomy is to be recommended. The cal¬ 
culi are removed by means of small spoons, hooks or thin bullet-for¬ 
ceps or by the use of Leroy d’Etiolics' instrument for the removal of 
urethral concretions; the cystic duct maybe sounded by a uterine 
sound, and, if its lumen be free, the incision in the gall-bladder may 
be closed by two rows of sutures. The line of suture of the gall-blad- 
der may also lie included in the abdominal suture, in order to, thus, 
Prevent a secondary extravasation of bile into the abdominal cavity. 

If the contents of the gall-bladder be purulent, or the walls have 
undergone inflammatory changes, or if it is impossible to free readily 
the ductus cysticus, then the establishment of a temporary gall-bladder 
fistula is to be recommended. 

If the gall-bladder has become softened through ulcerations, or if 
it be divided by scars and strictures into different compartments, which 
latter arc filled with small calculi and purulent matter, then it, as a 
rule, has to be cleared from its adhesions to the liver, omentum, intes¬ 
tine or ligamentum teres. In carrying this out it often happens that 
the gall-bladder is much torn. In which case it must be extirpated ; 
or if this is only partially possible, the remainder must be destroyed 
by the application of the thermo-cautery, after the duct has been 
ligated. Sometimes a little bladder can be formed from the remainder, 
but then, in the face of such an unclean operation, drainage would 
become a necessity. In carcinomatous degeneration of the gall-blad¬ 
der, which is not infrequently associated with biliary calculi, extirpa¬ 
tion is indicated, as long as the carcinomatous process is confined to 
this organ alone. Extirpation is most easily performed by first liga¬ 
ting doubly the cystic duct, then severing it, and finally, lifting the 
gall-bladder from its bed in the liver. On account of existing 
adhesions one must sometimes proceed in exactly reversed order. 
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Parenchymatous hepatic hemorrhage often ensues and is to be con¬ 
trolled by thermo-cautery or iodoform-gauze tamponade. 

In the cases with long existing icterus and absolutely acholic 
fa;ccs, the draining of the bile into the intestinal canal forms a vital 
indication, if the patient possesses enough force to insure successful 
reaction. 

After mentioning and describing two new methods of incision in 
operations on the gall-bladder, one his own the other belonging to 
Langcnbuch, the author oilers the following conclusions in regard to 
the surgery of the gall-bladder. 

t. Gall-stones require operative interference as soon as they cause 
frequently repeated and long continued sickness. 

2. Empyema of the gall-bladder always calls for an operation; 
hydrops of it only when it causes trouble. 

3. The typical operation for calculi in the gall-bladder, consists 
of the incision, evacuation and suture of the gall-bladder; with 
drainage of the abdominal cavity (for a short time). 

4. If the ductus cysticus be not pervious and the gall-bladder 
itself is inflamed, and its contcnts’considerably altered, a temporary 
biliary fistula should be established. 

5. Extirpation of the gall-bladder is only indicated in severe 
inflammatory or carcinomatous degeneration. 

6 . In occlusion of the ductus choledochus operation is indicated 
as long as the strength of the patient will permit. If we do not 
succeed in removing the obstruction (stone or kinking), then the 
establishment of a fistula between gall-bladder and duodenum is to be 
recommended. 

7. The best way to reach the gall-bladder is a hook-like incision 

( j ) the vertical shank of which lies in the linea alba and its 
horizontal shank runs immediately beneath the umbilicus towards 
the right. (Langcnbuch described a like incision; but the 

author thinks that by means of his incision the gall-bladder as well as 
the ducts can be more rationally investigated.) 

8. The risk of life, will, as far as can be seen now, be less than 
in operations on the urinary bladder. 
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Report of Cases and Statistics. 1 

Case /.— Cho/ecystotomy .—Cure (at present). Female, :et. 46. 
Operation: Incision through the abdominal parietes along the 
external margin of the right rectus, 12 cm. long, later length of 
incision increased to 17 cm. The very much enlarged gall-bladder 
presented extremely hypertrophied walls and was covered by a portion 
of degenerated liver-tissue. Extensive adhesions to the other viscera. 
Separation of the gland ; incision through its walls. This step was fol¬ 
lowed ; first, by the evacuation of a thick, yellowish-brown fluid, con¬ 
taining ruddy matter, followed by deliverance of sixty-three calculi; 
curettement of the cavity of the gall-bladder. After control of the 
hemorrhage the incision in the wall of the gall-bladder was closed by 
means of catgut-sutures, an opening as large as a five-ccnt piece being 
left, to the edges of the latter the edges of the parietal peritoneum 
were stitched, the abdominal incision was correspondingly diminished 
in length by sutures; the gall-bladder fistula being secured in the 
wound. Iodoform-collodium dressing. The course of the wound 
was perfectly normal. The patient was dismissed four weeks after the 
operation, with a small fistula, which only secreted a very little scrum. 

Case II.—Cholelilliolomy in existing fistulas. —Female, art. 39. 
On entering the hospital (VII. 16, 1890), the patient presented in the 
right mammillary line, on a level with the umbilicus, a nodular 
swelling with three retracted fistula;. The latter secreted continually 
a glairy mucous fluid which contained but very little pus. The sound 
met with numerous concretions. Operation : Incision of the fistula; 
upward. The gall-bladder consisted of three compartments each 
containing several smaller and larger stones. Removal of the con¬ 
cretions ; curetting of the walls of the gall-bladder ; disinfection and 
iodoform-gauze-tamponadc. Course of wound uneventful; dismissal 
of patient two weeks after the operation with a fistula, secreting, how¬ 
ever, no bile. 

The spontaneous external opening was here, as usually, nature’s 
attempt at cure. After removal of the concretions and cleansing of 
the cavity the obstacle for the closure of the fistula: was removed. 

1 By Dr. F. Hermann, (Beitracge zur kliniscli. Chirurgie; IX. Heft 2. 1892.) 
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The small ami cleansed fistula, which the patient had when she left 
the hospital, closed perfectly a week later, and she is to-day, nearly 
two years after the operation, in perfect health. 

Case III. — C/io/ecys/o/omy in Empyema of the Gall-Bladder .— 
Cure. 

Case IV.—Chotecystotomy in Empyema of the Gall-Bladder .— 
Operation performed at two different times; female, ait. 60. 

An interrupted operative procedure was preferred here, because 
on account of the purulent state of the gall-bladder and the high age 
of the patient; but it offered great disadvantages. 

Case V. — Cholecystotosmy with Hydrops of the Gall-Bladder; Carci¬ 
noma of the latter ; Peritonitis. —Death. 

Case VI. — Chotecystotomy after perforation of the Gall-Bladder 
and formation of a peritoneal abscess. —Death two months after the 
operation ; female, a:t. 62; suffered from biliary colic since three 
years. Operation: Vertical incision in the outer third of the right 
rectus muscle; extensive adhesions within the abdominal cavity ; small 
tear made in the gall-bladder while attempting to separate adhesions; 
sixteen stones removed through this opening. Scraping out of the 
cavity of the gall-bladder, the edges of its incision being stitched to 
the parietal peritoneum; drainage. 

Course of wound favorable; drainage removed after a week. 
The patient was dismissed after four weeks at her special desire. A 
few weeks later death took place at her home. The cause of death is 
not settled, as the report comes from a layman, according to which 
perforation of an abscess into the vena cava or aorta with sepsis seem 
to have been the cause of death. 

Case VII. — Cholecystectomy; after perforation of the gall-bladder 
into a peritoneal cyst; cure. Female, a:t. 36; five years ago had an 
attack of biliary colic lasting for several weeks, with pronounced 
icterus; passed 41 gall-stones per vias natura/es. A painless period 
of two and a half years followed. Since then, again, many and very 
painful attacks; all remedies failed; morphinismus pronounced; 
great emaciation. 



3<54 


EDITORIAL ARTICLES. 


Operation. —Incision parallel to the arch of the ribs, an inch 
below it, and 20 cm. long. The condition within the abdomen was 
very unpromising—extensive adhesions, which required several liga¬ 
tures en masse to control the hemorrhage caused on attempting to 
separate them. The gall-bladder was very much shrunken and dis¬ 
organized. It was, finally, possible to isolate and extirpate it. It 
contained about twenty small gall-stones which could not pass through 
the cystic duct, as it was occluded by kinking. 

Perfectly normal course of wound and convalescence; good 
general health j dose of morphine decreased. A year and a half 
after the operation the patient enjoys excellent health. No recurrence 
has taken place ; free from morphinism. 

Case VIII. — Cho/ecyslec/omy ; cure. 

Case IX.—Ideal cholecystotomy at one sitting; cure. Female, let. 
22; operation: Incision along the outer border of the rectus (right 
side) of 12 cm. length. From beneath the edge of the liver, the 
very tense gall-bladder bulged out suddenly; it was of the size of a 
goose-egg and its walls were very thin. An aqueous liquid was 
aspirated and a large stone extracted after incision of the gall¬ 
bladder, which was followed by pure bile. The edges of the incision 
in the gall-bladder were united by means of six Lembcrt-sutures and 
another row of six sutures in the serous coat. Iodoform having been 
applied to the line of sutures, the gall-bladder was put back into the 
abdominal cavity. The peritoneum, the transverse fascia, and, also, 
the sheath of the rectus were closed by a continuous catgut-suture; 
the cutaneous incision was closed by a continuous silk-suture. Iodo- 
form-gauzc-collodium dressing. Within the next two days there 
were a rise of temperature, retching, considerable meteorism and 
sensitiveness of the abdomen; no flatus, dry tongue, inclination to 
cough. The sutures were removed, under anmsthcsia, and turbid 
serum was let out from the abdominal cavity. Iodoform-wicking 
was introduced. After that uneventful course the patient was dis¬ 
missed, perfectly cured, five weeks after the operation. 

Case X.—Ideal cholecystotomy with partial resection of the gall¬ 
bladder; care. Female, :et. 45. Patient was dismissed three weeks 
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after the operation. Two and a half months later, perfect health; 
increase in body weight. (Operation is described in detail.) 

Case XI.—Combined cholccystotomy; cure. Under this title is 
understood " the ideal cholccystotomy with fixation (by means of 
sutures) of the gall-bladder to the abdominal wall." Female, jet. 36. 
Patient was up in the third week and was dismissed in the fourth. 
She returned three years after the operation (February, ’92). She 
has been perfectly well until three months ago; had then two tight 
attacks of colic; no other complaint, except obstinate constipation, 
probably due to adhesions of the colon transversum. 

Case XII. — Choiecystocnterostomy, after temporary cholccystotomy, 
in occlusion of the chloledochus due to cancer of the pancreas ; death three 
months after the operation from cachexia. 

Operation. —Vertical incision through the right rectus muscle. 
The enlarged blackish-yellow liver presented and on its side the very 
tense gall-bladder of the size of a fist. Puncture of the latter yielded 
300 ccm. of a clear watery fluid. The sound could be entered a 
distance of r4 cm. through this puncture, without meeting with 
calculi, but its further progress was arrested by some obstruction. 
Neither concretions nor any tumor could be detected by palpation. 
As obstruction of the ductus choledochus was suspected, but no cause 
could be found for it, a temporary biliary fistula, opening externally, 
was established, in place of the choiecystocnterostomy, in order to 
remove, if necessary, later on the obstruction in the duct through 
the gall-bladder. The peritoneal covering of the gall-bladder was 
stitched to the parietal peritoneum. A part of the abdominal incision 
was closed and the opening in the gall-bladder occluded by applying 
a l’fcan’s clamp forceps. 

Two days after the operation, when the dressing was changed for 
the first time, 500 ccm. of pure bile rushed forth as soon as the Pcan’s 
forceps was removed. The unknown obstruction in the ductus 
cysticus was, thus, removed. Pure bile was now discharged regularly, 
but in spite of this, the existing icterus disappeared but slowly and 
never ceased entirely, the urine contained, continually, more or less 
bile, and the fteccs were entirely acholic. Therefore, the occlusion 
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of the cystic duct seemed not to have been perfectly removed and 
cholecystoentcrostomy was performed two months after the establish¬ 
ment of the fistula. 

The fistula was now temporarily closed by sutures, elliptically 
circumcised, and the existing and cicatrized opening in the abdominal 
cavity elongated, above and below. The separation of the gall¬ 
bladder could not be accomplished without injury to the continuity 
of its walls, which experienced several rents. The injured part of the 
wall of this organ was extirpated and the resulting circular opening 
was diminished, by two rows of catgut-sutures, to the size of a bean. 
A loop of the small intestine was then drawn out and united to the 
posterior wall of the gall-bladder by means of five sutures in the 
serosa. An incision ■'/. cm. long was then made in the small 
intestine, anterior and posterior sutures through the mucosa (together 
thirteen), and, finally, nine sutures through the serosa applied. 
Drainage by means of iodoform-wicking. Closure of the abdominal 
wound. Temporary improvement followed. However, soon after¬ 
ward the patient sank rapidly, and death took place from exhaustion. 
Cause of death: cancer of the pancreas, gangrene of the lung and 
other complications. (The author gives a detailed account of the 
post-mortem findings.) 

Case XIII. — Cholecystocolos/omy, in occlusion of the ductus chole- 
dochus by a calculus; death from hemorrhage two weeks after the 
operation. Extensive report of case and post-mortem in the original. 

Case XIV. — Cholccys/oduodenos/omy in occlusion of the cho/cdochus 
through a pancreatic tumor; temporary cure. 

Dr. Hermann considers now in ex/enso the material on this subject, 
contributed by Dawson, Terrier, Lc Dentu, Sprcngel, Israel, Cour- 
voisier, Bardcnhcuer, Mikulicz and many others, and reviews their 
statistics as well as his own in regard to the mortality and success of 
the different operations. 


Albert Pick. 
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LOVKTT ON THE RELATIVE MERITS OK INTUBATION AND 
TRACHEOTOMY FOR DIPHTHERITIC CROUP.' 

The author calls attention to the exceptional opportunities pre¬ 
sented at the Boston City Hospital for the study of diphtheritic croup. 
In this institution, in the period between 1864 to January, 1887, the 
operation of tracheotomy for croup was done in 327 cases. All of 
these operations, excepting thirty, were done between 1880 and 1887. 
On December 31, 1886, the first intubation was performed at the hos¬ 
pital, and from that time to January, 1891, the operation was done 
392 tjmes. 

It seems perfectly fair to contrast these two groups of cases as 
bearing upon the merits of the two operations, because they were per¬ 
formed under like conditions, upon the same class of cases, and, for 
the most part, by the same surgeons. 

It should be borne in mind that the cases included in these two 
groups are, for the most part, severe cases. The hospital is particu¬ 
larly well equipped for the care of these cases of diphtheria, and, in 
general, cases are sent to the hospital in preference to being operated 
upon at home. At the same time it is easy to sec that the cases are 
sent to the hospital generally as a last resort, after the expectant treat¬ 
ment lias been pursued in most cases too long, and the children who 
are admitted to the surgical department of the hospital are only too 
often in a hopeless condition. It has always been the policy of the 
hospital to perform the operation, even in manifestly hopeless cases, 
in the hope of affording relief. It cannot, therefore, be expected 
that the mortality percentage will be a low one when such a class of 
cases is taken for analysis; nor, as a rule, would the results be nearly 
as favorable as in private practice, where cases are likely to be seen 
earlier, and where mild cases would be seen. The proportion of cases 
developing laryngeal symptoms in the hospital is a small one, and 
most of the cases arc admitted in a state of urgent dyspneea. 

For the most part, the conditions from 1880 to the present time 
have been constant. If there has been any change, it has been since 
February, t888, when a new diphtheria ward was opened, which is 

1 Dr. R, tV. Lovett, of Boston, in the Medical Neats of August 27, 1892. 
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particularly well equipped and well ventilated, so that it would seem 
probable that any change in the conditions would tell in favor of the 
later operation of intubation. Since July, 1890, two house-officers 
have been detailed for exclusive duty in the contagious service, serv¬ 
ing two months and living in the ward. If there is any fault to be 
found with the results of either operation at this hospital, it is not to 
be ascribed to unfavorable conditions or inefficient nursing. The 
conditions are as favorable as possible. 

Under such circumstances, of the 327 cases of tracheotomy, 232 
died, and ninety-five recovered, making a recovery percentage of 
29.05 ; ten cases died during or soon after operation, but only four of 
these from hemorrhage. It was manifest from a study of these cases 
that the tracheotomy death-rate at the hospital continued for months 
in closest correspondence with the mortality percentage of diphtheria 
in the whole city of Doston. In short, when diphtheria was most 
fatal in the city tracheotomy was most fatal at the hospital. It is 
presumable that the same conditions could be applied to intubation, 
although it has not been possible to analyze the cases in this regard. 
It must, however, be evident to anyone who sees many of these opera¬ 
tions that it is the severity of the disease that kills in most cases rather 
than any influence related to the operation itself. 

In the 327 cases of tracheotomy there were four in which it was 
difficult to remove the tube. Several months elapsed before it coidd 
be permanently taken out. All of these cases completely recovered. 

In short, tracheotomy was performed 327 times, with 29.05 per 
cent, of recoveries; ten cases died immediately, presumably as the 
result of the operation, and in four cases there was difficulty in 
removing the tube. 

The first intubation at the hospital was performed on December 
31, 1886, and from that time until January 1, 1891, this operation had 
been done 392 times. During this time 139 tracheotomies were per¬ 
formed. It is manifestly unfair to consider these tracheotomies as 
having any bearing upon the question at all, because, in those four 
years the operation of intubation was adopted as a routine procedure, 
so that tracheotomy was reserved for the most part for the severest 
and most desperate of the cases, in which it seemed hopeless to do 
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intubation, so that these 139 operations, in which the recovery per¬ 
centage was only n} 4 i cannot be taken into account in any way. It 
is not by this meant that the cases of intubation were selected, but 
that, naturally, tracheotomy, as the old and more tried operation, was 
adopted as a last resort in the severest cases. When it is noted that 
nineteen of these tracheotomy cases were moribund at the time of 
operation it can, perhaps, be better understood how desperate the 
majority of them were. 

Of the 392 cases of intubation, 312 died, and eighty recovered, 
making a recovery percentage of 20.41. 

Numerous accidents occurred in connection with the operation of 
intubation. Twenty-one times intubation was attempted, and im¬ 
mediate tracheotomy was necessitated by the cessation of breathing. 
Of these cases only two recovered. In three cases death occurred 
during the attempt to insert the tube. Two children died during the 
choking spells. In two cases the tube was drawn into a bronchus, 
and death of course rcsidted. In two the insertion of the tube was 
followed by convulsions. In two the introducer broke during the 
operation. 

The operations were performed with care, and under otherwise 
favorable conditions, inasmuch as they were undertaken in a well- 
equipped hospital, so that the liability to accident should have been 
certainly no larger than in private practice. 

In two respects, then, intubation does not compare favorably 
with tracheotomy in the study of these two series of cases: 1. The 
death-rate of intubation is 9 per cent, higher; 2. Accidents are much 
more common during intubation. 

The author protests against the practice of intubation as a tenta¬ 
tive measure, to be followed later by tracheotomy, if the case does 
badly. 

The showing for this secondary tracheotomy is exceedingly bad 
when the figures are considered. In the City Hospital figures there 
were fifty-seven secondary tracheotomies, with but five recoveries. 
Other reported statistics give an equal mortality. The author, there¬ 
fore, strongly advises primary tracheotomy, if it is to be done at all. 

The author's final conclusion is that intubation is not so favorable 
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an operation as tracheotomy for the saving of life in severe laryngeal 
diphtheria. Two main reasons for this present themselves : intuba¬ 
tion does not afford such good drainage to the trachea, and only 
a limited amount o,f nourishment can be taken by the intubated 
patient. 

First, as to drainage. A child on whom tracheotomy has been 
performed expels through the tube large quantities of detritus, con¬ 
sisting of mucus, pus, and diphtheritic membrane. The stufT comes 
out, often a teaspoonfid at a time, for two or three days, and the 
larger the amount of discharge the more favorable the outlook for 
recovery. 

In intubation cases this does not occur. Whatever becomes of 
this mass of material, it is certainly not expelled from the mouth. It 
may be swallowed or it may be inhaled, but it is not often expecto¬ 
rated. The material is highly septic, and its retention in the body 
cannot be otherwise than harmful. This is a matter that has been 
largely overlooked, but which is certainly of consequence in severe 
diphtheria. 

The limited amount of food that most cases of intubation are 
able to take is also a decided objection to the operation in severe 
diphtheria. In the tracheotomy series the children took from twenty 
to forty ounces of milk a day. Thirty ounces constituted a fair 
amount, and when a child took less than twenty-five ounces it was 
noted as an unfavorable symptom. In the intubation cases the diet 
was restricted to soft solids, which are inferior to milk in their sustain¬ 
ing power, and a much less quantity was generally taken than was the 
case in the tracheotomy scries. A diet of soft-boiled eggs, milk-toast, 
ice-cream, and oatmeal, is not a stimulating one, nor is it one very 
well suited to maintain the strength throughout an intensely septic 
and prostrating disease. Rectal injections can, of course, be used to 
supplement feeding by the mouth, but only a limited amount of food 
can be taken in that way, and often none at all is retained. It is the 
severity of the disease that kills in most cases, whatever the operation, 
and the free stimulation possible in tracheotomy cases is often a 
powerful aid in withstanding the great prostration and sepsis. To 
give up the hourly stimulation of concentrated food and alcohol, 
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pushed to its utmost, is to give up a very important means of doing 
good in these desperate cases. 

The general fatality following tracheotomy when done upon chil¬ 
dren under two years of age causes the author to except such children 
from his general condemnation of intubation. 

L. S. I’ii.cher. 


THE OPERATING PAVILION OF THE NEW GENERAL HOSPITAL 
AT HAMBURG. 

In the beginning of the year 1889, the City of Hamburg began 
to enjoy the advantages of a newly-built and completely-equipped 
hospital, comprising upwards of sixty different buildings, each com¬ 
pletely isolated from the others, all being located in a spacious park 
in the suburb of lippendorf, distant less than half an hour’s ride from 
the centre of the city. During the first year of the occupation of 
these buildings more than 12000 patients were treated in them, 3648 
having been in the surgical wards. The surgical service consists of 
about 500 beds, and presents this special feature of interest, that all 
these beds arc under the direction of one chief surgeon, Dr. Max 
Schedc, constituting a mass of surgical material under the immediate 
care of one man, perhaps not exceeded in any other hospital in the 
world. 

Various considerations had to be observed in the arrangement of 
the operating-rooms required for such a service. A special building 
was required which should be the centre of the surgical division 
and should simply serve as an operating pavilion and for the 
preparation of dressings. It was therefore located in the centre, 
separating the male and female divisions of the hospital, near the 
main building and in the middle of the surgical department. The 
following description of this building, from the first annual report of 
the hospital, cannot fail to interest all surgeons, in view of the large 
amount of work done in it and the high character of the results obtained. 

The building has two floors, and a basement which extends under 
the whole house. A double and broad gently ascending inclined 



372 


EDITORIAL ARTICLES. 


plane leads up from the general grade of the connecting walks to the 
landing opening into the main corridor for convenience in conveying 
the patients on carriages to the operating theatre. The building is 
divided through the centre by this corridor eleven feet wide. 

Starting from the northwest side there are placed two operating 
theatres, one on either side of the corridor; the one on the right 
is entered through an ante-room which may be used for chloroforming 
the patients as well as for the surgeons’ wardrobe. This theatre is 
now used for laparotomies. The larger room on the left is the 
general operating theatre. The instrument room adjoins the larger 
theatre, and one wall, the one nearest to the operating room, is 
formed by instrument cases. These are divided in the middle by a 
door. Opposite to this door is another opening into the bandage 
room beyond. Two waiting rooms, one for male, the other for 
female patients, and an examining room, which is also used for the 
preparation of sponges, arc on the right side of the corridor adjoining 
the smaller operating room. 

The theatres are both provided with an octagonal bay, con¬ 
structed of iron and glass and having a sky-light above. The area of 
the larger is 52 sq. metres, of the smaller 36 sq. metres. The glass 
fronts cover about 16.6 sq. metres. These glass fronts have double 
windows, the inner one glazed with a translucent glass. The ceilings 
and walls are covered with glazed tiles and the floor is of Terrazzo 
(system Monier •). The water runs off through drains in the floors into 
the sewer, triple traps being provided to prevent the entrance of gases. 
Doth theatres arc heated first through registers in the floor, together 
with a system of steam coils around the walls of the glass fronts, 
which can be operated independently of the floor system. These 
pipes are closed off from the room by plates of milk-glass. The floor 
heating produced an average temperature of 20 0 R. so that the wall 
system is rarely required. All the window-sills in the operating 
theatres, instrument room and ante-room are covered with plates of 
milk-glass. 

The washing apparatus consists of double washstands, the tops 
and backs of which are made of this same milk-glass. They arc 
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provided with hot and cold water, and the washing of the hands 
is done in running water. 

Two large electric lamps and twelve glow lights furnish the 
illumination. A large Siemen’s lamp is used as reserve. 

The instrument closets are made entirely of glass and iron, 
divided by glass partitions. The glass doors open into the operating 
theatre and into the instrument room. 

Under these closets are two rows of iron drawers lined with glass 
and containing the dressings. There arc also a number of other 
closets in the instrument room for keeping solutions and older and 
rarely-used instruments. (Sec diagrams.) 

The furniture of the operating theatre consists, in addition to a 
number of iron frames for instrument trays, of three iron operating 
tables, one of which is fixed in the glass portion of the room. The 
other two tables are dressing tables, having movable head and foot 
pieces. The main operating table consists of an iron chest on four 
feet, 2 metres long, 0.6 metres wide, and 0.1 metre deep. The height 
of the table top from the floor is 96 cm. at the head and 84 cm. at the 
foot. A steam-heating pipe passes into the chest from below and 
passes up and down three times before passing out. The supply of 
steam in this pipe is regulated by a valve so that the temperature of 
the table is always under control. A double felt cover is placed on 
the table to avoid burning the patient. A large copper kettle sup¬ 
plied with warm water provides the warm cleansing solution. The 
glass irrigation bottles hold 20 litres and arc fixed to the wall. There 
is a special faucet for washing the floor and walls. The theatre is 
ventilated by the upper windows in the glass front. 

The bandage room contains two large double wooden closets 
with sliding doors, and a number of large registers. Bandages and 
dressings are delivered to the corridor and the instrument room. 

The upper door contains a large space with a cement floor for 
raw dressings, a room for the person in charge of the instruments, a 
room for the surgcon-in-chief, and an ante-room for storing the 
histories of the patients. The two rooms above the bandage room 
serve for the preparation of the dressings and are provided with a 
Terrazzo floor. Sublimate and iodoform gauze and moss-cushions are 
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prepared in one of these rooms. The sterilizer is alsoin one of these 
rooms (Rictchcl-IIenncberg’s). The material which is prepared for 
dressings is kept in large glass-lined chests. A large drying-closet 
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Fig. i. rlan of Ground Floor, 
c. Wash Itasin for Sponges, k. Covered Heating Apparatus, 
a. a. Operating Tables, b. b. Warming lloaes, e. c. Washstands, d. d. Instrument Closets. 


and an apparatus for making bandages are in (the second room. 
Washstands arc in every room and all of the tables have iron frames 
covered with glass plates. 















SUEDE ’ S OPERA TING PA VIE ION, IIAMD URG. 375 


The basement floor lias several dwelling rooms for the workmen 
employed in the building, and a bathroom for the assistants. There 
is also a closet and a heating space. The space under the small 
operating room is used for storing coal; the one under the larger one 
has a cement floor and is used for work causing dust, such as the 



Pig. 7 . Plan of Firsl-Floor. 

c. c. Wastistands, f. Disinfector, g. Drying Closet, li. Bandage Roller. 


preparation of plaster-bandages, couch cushions, etc. The antiseptic 
solutions arc in the corridor in large glass bottles holding 30 litres. 
The entire house is supplied with electricity and gas. 

All bandage material is obtained in the raw state and prepared in 
the hospital. The material to be sterilized is first cut tip, then placed 
in reed baskets and put in the sterilizer, through which a current of 
steam at 103° C. (217, F.) is passed. It is then transferred to the 
drying closet. Only so much of this material is prepared as is required 
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for each day's use. Unused material is returned to be put through 
the process again. The sublimate dressings are soaked in a solution 
made up of 500.0 of a 5 per cent, sublimate solution, 250.0 of 
glycerine, and 4250.0 of water. This is then wrung out and packed 
before it is quite dry. Moss is first sterilized, then soaked, wrung 
out, and made up into cushions of various sizes. Iodoform gauze and 
lint is prepared by soaking in a solution made of 30 gin, of iodoform, 
250 gin. of glycerine, and 750 gm, of alcohol. This quantity suffices 
for about seven pieces of iodoform gauze eacli 6 m. long and 14 cm. 
wide. 

The instruments used daily are sterilized every morning in steam. 
Catgut is almost exclusively employed for sewing material, silk- and 
silver wire only being used upon special occasions. The catgut is 
prepared by knotting and winding the raw catgut on wine bottles and 
putting them into a one per-cent, sublimate solution for from twelve 
to twenty-four hours, according to the thickness of the gut. It is 
then washed with alcohol and rolled on perforated glass bobbins. It 
is kept in a 2.5 percent, salicylic spirit solution. Some catgut is also 
kept in an iodoform-ether solution. 

The needles are always kept in lime water and are always free 
from rust when they are put in this solution dry and not moistened 
with sublimate or carbolic solutions. Only sterilized dry sheets are 
used as coverings for patients during operations. All sheets, towels 
and linen aprons are sterilized, if previously used, before a laparotomy. 

A woven cotton tricot is used to draw over limbs to which plaster 
bandages are to be applied, and lias proven more pleasant and simpler 
than the woolen bandages formerly employed. All removable plaster 
dressings are likewise trimmed with the tricot. 

Hard rubber is used instead of wood for splints. It is very 
durable and can be bent into any shape in hot water, and can be ren¬ 
dered absolutely aseptic. The strong and weak Rotter solutions, 
together with a 0.2 per cent, salicylic solution, are employed for 
irrigation and have proven very satisfactory. No eczema or irritation 
of the wounds have followed their use. All antiseptic solutions are 
prepared from distilled water. 


Samuel Lloyd. 



INDEX OF SURGICAL PROGRESS. 


GENERAL SURGERY. 

I. Considerations pertaining to the use of Elastic 
Constriction as a Haemostatic Measure, lly Dr. N. Sknn 
(Chicago). 

1. The use ol luc elastic bandage to secure a bloodless condition 
of a limb should be discarded, as compression of the parts affected 
may produce mechanically dissemination of malignant tumors and 
microbic diseases. 

2. A bloodless condition should be secured by elevation of the 
limb prior to constriction. 

3. Constriction should be made with sufficient force to interrupt 
at once both the arterial and venous circulation. 

4. Prevent venous stasis by constricting quickly, beginning pres¬ 
sure on the side of the limb supplied with the principal blood vessels. 

5. Linear or too firm constriction should be avoided, as they are 
liable to give rise to muscular injury and temporary or permanent 
paralysis due to harmful compression of a large nerve-trunk. 

6. Elastic constriction of a limb for haemostatic purposes should 
be diffused over an annular space not less than two inches in width, 
and can be made with least danger of injuring important structures by 
an elastic band made for this purpose or an ordinary clastic bandage. 

7. Circular constriction of a limb should be made, if possible, at 
a point where the large nerve-trunks arc well protected by overlying 
muscles, and if this cannot be done on account of the site of opera¬ 
tion, a thick compress of gauze should be interposed between the con¬ 
strictor and the limb. 

8. The vitality of the tissues when excluded from the circulation 
is.endangered by prolonging the isclucmic condition for three or four 
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half a block on the eighteenth. He gained flesh rapidly, and soon 
appeared like another person. No bone ever came away. He entered 
the City hospital on the 23d of August, and answered door and tele¬ 
phone. In October he had a slight attack of pleuritis. He had a 
slight fit in November, but had been working hard collecting 
accounts. 

I saw the patient frequently during the year 1891. He worked 
steadily, but about every two months he would have a slight epileptic 
attack, and on one occasion when attending a circus on a hot day and 
in a big crowd, he had a severe attack. Since that time he married 
and has been in steady employment as bartender. He informed me 
a few days ago that he occasionally has a slight attack. It is now two 
years and nearly three months since operation. 
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OlISERVATIONS UPON HERNIA AT THE LAST MEETING OK 
THE ITALIAN SURGICAL SOCIETY. 

In the Archivio ed AHi della SocietA Ilatiana di Chirurgia, the 
first volume of which has just appeared, the question ol hernia is 
discussed by Doctors Ilottini, Tricomi and Postemski. 

The first discusses the treatment of abdominal hernia:. The 
occlusion of the hernial aperture having proven uncertain, the natural 
desire is for some method that will prove a real restitutio ad integrum. 
In the method employed by Ilottini the question of the disposition of 
the sac occupies only a secondary position. It may be cxsected or 
simply split up, or even left in place. In congenital hernia: it is 
usual to split open the sac and cut off the exuberant peritoneal flaps. 
In acquired hernia: the internal orifice is closed and cut away from the 
sac which is not dissected out. 

The same method is employed in any form of inguinal hernia, 
whether free, incarcerated or strangulated. The internal opening is 
always carefully closed. When the hemorrhage has been carefully 
arrested drainage is rarely required. The successful closure of the 
opening can be determined by having the patient cough while the 
forefinger closes the internal inguinal ring; wherever this coughing 
shows a spot of less than normal resistance, it is strengthened by an 
additional catgut suture. 

No belts, or trusses are employed except temporarily and so far 
there has been no relapse. 

The operative technique for the inguinal region is as follows: 

1. Opening and isolating the hernial sac. 

2. Reduction of the hernia, and opening and excision of the sac. 

3. Closing the internal ring by one or more interrupted sutures. 
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4. Methodical union of the borders of the wound. The pelvis is 
raised and the patient turned so as to bring the affected inguino- 
crural region, which has been previously shaved, into full view. A 
linear incision is then made along the inguinal canal in the direction 
of the scrotum as long as the volume of the hernia requires. The 
structures arc then divided down to the neck of the hernial sac which 
is carefully dissected away from the surrounding tissue. The hernia 
is then reduced and the sac cut or excised according to circumstances. 

In closing the wound two Ilagadorn needles, threaded upon the 
same strand of catgut, are employed. One needle is first passed from 
the inside out so as to control not only the free border of the obliquus 
interims and transversus muscles but also the aponeurosis of the 
obliquus externus. The other needle is then thrust into Poupart's 
ligament and drawn through until the loop is free. It is then carefully 
tied. A second and sometimes even a third loop may be found neces¬ 
sary. Whenever the apposition is complete the loops are tied with a 
double knot and the ends are cut off. The patient is then allowed to 
come out of the anatsthctic and made to cough while the forefinger 
presses against the closed ring, and whenever there is a defective or 
doubtful point another suture is carried through from the outside. 

Hemorrhage is then absolutely arrested and the wound is washed 
out. The external wound is closed by means of sterilized hair 
sutures. 

In fifteen days the wound is usually completely united and the 
patient is allowed to leave his bed without retentive apparatus of any 
kind. 

In umbilical hernia; of small size with narrow orifices only a 
ventral knotted suture is necessary, but in single hernia; two sutures 
are employed. 

The author claims that his method “abolishes entirely the use of 
trusses and restores to the abdominal walls their normal resistance to 
hernia.” ' 

Tricomi at the same meeting reported four cases of crural 
hernia which were cured and in which he employed the fol¬ 
lowing method: A longitudinal incision beginning 3 cm. above the 
Fallopian ligament descends obliquely downwards and inwards—laying 
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open the aponeurosis of the obliques cxtcrmis above and the fascia lata 
below. 1 

The sac is then freed and opened after the reduction of the hernia 
and ligated at its mouth (neck) and then cut away in front of the liga¬ 
ture. The internal opening of the crural canal becomes evident when 
Poupart’s ligament is drawn upwards by an oblique hook. A Haga- 
dorn needle and a strong silk arc then employed to gather this part of 
the canal ("tobacco bag suture”) including Poupart’s ligament in the 
first loop at the upper wall of the internal opening of the canal. The sec¬ 
ond loop then includes the vagina vasorum, the third the pectineal 
fascia and the pectineus muscle, the needle keeping close to the bone, 
the fourth Gimbcrnat's ligament and the fifth Poupart’s ligament at 
the original point of the suture. The two ends of this suture are then 
drawn tight when all the loops approach one another ; the pectineus 
rises, Poupart’s ligament descends, and the internal aperture of the 
canal is obliterated. The two ends of the suture are then tied firmly. 
When this is done there still exists a slight depression, the borders of 
which are united by another drawing thread suture with five loops. 
The surface layer of the fascia lata is then sutured to its pectineal por¬ 
tion by four interrupted sutures, the upper one including the arch of 
Poupart’s Ligament at the point where the drawing thread sutures are 
inserted into the ligament. There is consequently a triple suture oc¬ 
cluding the internal opening of the crural canal. The skin is finally 
united by interrupted silk sutures. No drainage is employed. This tech¬ 
nique applies to the left side. When the hernia is on the right, the first 
loop of the suture includes the internal part of Poupart's Ligament, 
the second Gimbcrnat’s Ligament, the third the pectineal fascia 
and pectineus muscle, the fourth the vagina vasorum, and the 
fifth Poupart’s Ligament near its terminus. Of the four cases operated 
upon after this method all have remained well for six months. 

Finally Doctor Postcmski presented a series of observations upon 
170 cases of inguinal hernia. Of these, 137 were oblique complete con¬ 
genital hernia:; 49 were acquired (5 of them incomplete).' Of the 

1 (Although the title of this paper, refers only to 170 cases, the statistics indicate 
186. These figures ore repeated several times and there is no explanation of the 
discrepancy.) 
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congenital eases, 44 did not liavc a hernial sac, e. with a persistance 
of the vagino-peritoncal canal, and in 93 there was a closure of that 
canal at various distances from the testicle. 

In the 49 cases of acquired hernia:, 40 had pendulous lipomata of 
varying sizes. The greater number of the cases revealed the fact that 
a congenital defect is the most common etiological factor and that 
hernia: of the acquired type (strictly speaking) are rare. Out of the 
whole 170 cases only 9 showed no sign of a congenital predisposition 
to the formation of the hernia. One cause for the irreducibility of a 
large congenital non-stiangulated hernia was found to he the forma¬ 
tion of a second incomplete sac. The hernia was omental entirely 
and descended into the scrotum, a second mass escaped into the canal 
and the original hernia formed a sac about it where it had wedged 
itself into the original hernial protusion. This so increased the mass 
of the hernia that reduction became impossible. 

Samuel I.i.oyd. 


SCIIEDE ON THE SACRAL METHOD OF TOTAL EXTIRPATION 
OF THE CARCINOMATOUS UTERUS. 

In a memoir in the second volume of the Annals of the city hos¬ 
pital in Hamburg, M. Sclicdc discusses historically and clinically, the 
sacral method of total extirpation of the carcinomatous uterus. His 
statistics are constituted by twenty-eight cases operated upon by this 
method. In view of the comparatively little attention which the 
method has received in this country, a resumd of his contribution is 
herewith given. 

He goes on to say that carcinoma of the uterus is such a common 
disease, its natural course is so fearful, and the necessity for radical 
and, indeed, for palliative means of treatment, is so extraordinarily 
great, that very naturally every advancement in this direction has 
been sure of the greatest attention and undivided interest. So the 
method of curetting and cauterizing, introduced by G. Simon, not¬ 
withstanding its purely palliative character, was a very great advance¬ 
ment when compared with the inefficient and fruitless therapy of that 
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time; and was, after an almost incredibly short time, in general use. 
Freund’s bold and extremely difficult, and much too dangerous 
operation, excited the highest interest throughout the whole medical 
world. The first report concerning the classical attempt to remove 
the uterus through the vagina, which Czerny made in 1879 1 ; the 
the three operations performed by Billroth, which Wolfier reported ; 
and the two cases reported by Schcde in 1880 1 ; introduce the 
literature on the subject of vaginal hysterectomy. 

This operation itself is to-day an assured thing. Its statistics 
already include thousands of cases; nor is it, when discriminately 
done, a dangerous operation. Furthermore, there is scarcely a doubt 
but that the number of cures is becoming larger. This is especially 
illustrated by the very brilliant results obtained by Leopold ; of whose 
eighty cases operated upon, not less than forty-five—56.25 per cent, 
—were alive and well two to seven years after the operation ; while 
of those who died, eight perished from intcrcurrent diseases, which had 
nothing to do with the uterus carcinoma. But still enough recurrences 
have been observed in cases, which, according to their condition at 
the time of operation, seemed to offer the most favorable chances. 
It must also be generally conceded that the better prognosis of the 
operation, as well in relation to the danger to life as to the recurrence 
occurring in a very great proportion, is due to the fact that the cases 
which present the greatest difficulties to extirpation, cases in which 
the parametrium is not entirely free from growth, and in which the 
uterus is more or less fixed, are, as a matter of course, excluded from 
the attempt at radical cure. 

Schedc states that, it is certainly not his intention to dispute the 
necessity of placing such limitation upon the application of opera¬ 
tive interference for the disease, as science is in the position to demand. 
Those who are familiar with the recent history of the vaginal extirpa¬ 
tions for carcinoma of the uterus, will not be able to exclude them¬ 
selves from the impression that, the incentive for the new operation 
to help the poor women suffering from carcinoma and to avert their 
fearful fate, has led, in the beginning, every humane operator to go 

1 No. 45, der Wiener Medicinische Wochenschrifte. 

* Congress der Deutschen Gesellschaft Air Chirurgie. 
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too far in a realm of which little was known ; and that, a high per¬ 
centage of mortality should be placed to the account of the place of 
election for the performing of the operation. Of this fault, if it may 
be regarded as such, Schcde acknowledges that he is unable to acquit 
himself. A glance at the clinical histories reported by Dr. Walter 
teaches that only in about half of the cases was the carcinoma limited 
to the uterus, and that his mortality statistics would have been very 
much better had he drawn narrower boundaries to his attempts to 
radically remove the carcinomatous uterus. 

In a new operation should not only the indications, and the 
limits of the technical possibilities first be established, but also the 
finer helps in diagnosis,' which give an exact judgment as to whether 
given cases come within these limits. These, when once apparently 
established, are not entirely immutable. Greater experience and 
improved technique sometimes result in great extension of the possi¬ 
bilities; and what, in the beginning seemed entirely unattainable, is 
later accomplished with no very great difficulty. Such being the 
case, he who observes the already established possession can glory in 
better operation statistics. Hut he who strives to broaden it, who 
leaves the beaten paths, will have to be contented when he discovers 
that this or that step in advance proves itself too bold, and must be 
retraced. He experiences, however, the satisfaction of bringing 
rescue where nothing further seemed possible, and perhaps of paving 
the way for great advancement. 

In the question of the total extirpation of the uterus, the author 
says, that he has stood and to-day stands, without reserve, on the 
standpoint of Schauta. 1 The possibility of the operation presup¬ 
posed, he would, in each positively diagnosed carcinoma of the uterus, 
do the total extirpation, and reject any partial operation; on the same 
grounds as, for example, the isolated extirpation of a carcinomatous 
nodule in the breast is rightfully condemned, and every carcinoma of 
the breast, however small, treated by a total removal of the milk gland, 
and a careful cleaning out of the axilla; as is doubtlessly right and 
rational. Such an operation should be done where it can be hoped 


i Arch, (llr Gymckologie, 31,1. 
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to remove all disease without greatly endangering life, and which 
threatens life less or impairs its usefulness less than an existing 
carcinoma. 

To be sure it would he better, and we would thereby be saved 
discussion in the latter direction, if patients allowed themselves to be 
examined earlier, and physicians could make an early diagnosis, and 
perform a total extirpation. The mortality would then be not much 
more than zero, and the ultimate cures would reach a very high per¬ 
centage. Considering, however, the ever present facts in the case, 
that surely more than half of the women suffering from carcinoma of 
the uterus first seek medical help when the favorable time for a radical 
operation is long past; when, perhaps, the vagina is partially in¬ 
volved, when the uterus is no longer freely movable, the parametrium 
infiltrated, and the retro-peritoneal glands the seat of secondary depos¬ 
its. In the face of these facts, it is hard for any one to trifle with 
the task of possibly extending the limit of onr knowledge, in order to 
rescue still a portion of these unfortunate women, whom careful sur¬ 
geons have resigned to their fate. 

He, who has always endeavored to extirpate the carcinomatous 
uterus by the vagina, has learned the enormous difficulties with which 
the operator step by step has to combat. The simple contraction of 
the parametria, as a result of old inflammatory processes, the cicatri¬ 
cial shrinking of the broad ligament and sacro-utcrinc’ ligaments, 
render the operation much more difficult. Because of the diminished 
movability of the uterus, each succeeding step must be carried on at a 
greater depth and by poorer light; and tire difficulties are aggravated 
by the short, dense adhesions of the parametrium. Self evidently the 
cutting around the uterus must be done much nearer that organ than 
is desirable in the interest of a lasting result. 

Real carcinomatous infiltration of the parametrium or of the 
ligaments, which can be more easily diagnosed by the bimanual 
method through the rectum and abdominal wall than by the vagina, 
as irregularities in the form of larger or smaller inelastic nodules or 
thickenings, must be regarded as an absolute contra-indication to the 
vaginal operation. And naturally the same may be said of any evident 
infection of the peritoneum or retro-peritoneal lymphatics. 
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It is much more difficult, though uot impossible, to establish the 
diagnosis before the operation as to the extent of the growth in the 
direction of the bladder, and how far the lower end of the ureter is 
from the neoplasm or is already involved. The movability of the 
uterus is not diminished by adhesion to an organ so movable as the 
bladder, and bimanual palpation of the abdominal wall, vagina, 
and rectum, give only uncertain results. Surgeons who do not limit 
themselves to the most favorable cases, are sometimes very unplea¬ 
santly surprised at the extent to which the carcinoma has already gone 
in the direction of the bladder and around the uterus. If in such a 
case one wishes to do a thorough operation, as is necessary, if every 
hope for the result is not lost sight of, the ureters must be exposed for 
a considerable distance, as is done for example with the axillary vein 
in removing a carcinoma of the axilla. Then the difficulties of the 
vaginal operation tower so high, that in by far the most cases the dis¬ 
couraging impression of a useless task is made, and the zeal of the 
operator so dampened as to deter him from renewed attempts. 

The case becomes an even more diflicult one when the carcino¬ 
matous extension has taken the less common course into the retro¬ 
rectal cellular tissue; while the destruction of the peritoneal pockets 
before and behind the uterus, and other purely inflammatory growths, 
which in themselves arc not so diflicult to overcome, but in connec¬ 
tion with the other difficulties with which they accidentally occur, 
may become, in the highest degree, unpleasant obstacles. 

According to all of these things there can be no doubt but that 
the vaginal method of uterus extirpation, in which such brilliant 
progress in the treatment of carcinoma of the uterus has been made, 
docs not fully satisfy the demand which the surgeon is wont to place 
upon an operative procedure for the removal of a malignant tumor. A 
procedure which really docs good in only the simple and smooth cases; 
and in which, in every complication and in every extension of the 
growth into the surrounding tissues, the technical difficulties increase 
in an entirely disproportionate ratio: a procedure which in such cases 
above all is found wanting, can certainly not be regarded as an ideal 
' one. A clear view of the field is especially important in operations 
for carcinoma, and it is a natural wish to possess another operation 
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for (lie more difficult and advanced cases: an operation which in the 
main oilers the safest possible extirpation of the disease. 

Similar ideas will have presented themselves to every operator 
who has ever been in the position to perform a difficult vaginal extir¬ 
pation of the uterus. And it is much to be wondered at that the bold 
and interesting attempt, which Ilochcnegg 1 made, to come upon the 
carcinomatous uterus by the sacral or pararectal way, by sacrificing 
the coccyx and a small portion of the sacrum, met apparently with so 
little recognition. It is now so long after the original publication 
that one may conclude that it had scarcely any result. Of the sur¬ 
geons only Czerny 2 , and Rose 3 , and of the gynecologists only Hcgar, 
who was the first to attempt to turn to account for gynecological 
work Kraskc's idea, and more recently Peter Miiller, have performed 
the operation. 

It may be regarded, a priori , as almost amounting to folly to 
construct an artificial entrance to a diseased organ, by means of a 
large and complicated wound, when a natural entrance stands wide 
open. Schedc states that at first the logic of the procedure did not 
seem quite clear to him ; but if it goes with every one who performs 
the operation for the first time as it went with him, the great advantage 
of the sacral way over the vaginal way will immediately become clear. 
These advantages, lie says, will be best emphasized by a description 
of the operation as he has been accustomed up to the present time to 
employ it. 

The patient is placed according to the method of Bardenhcuer, 
who first advocated placing the pelvis in an elevated position for the 
sacral resection of the rectum. In this dorsal position the pelvis 
should be well elevated, and the thighs strongly flexed upon the 
abdomen. With a long median incision, beginning two or three 
centimetres from the anal margin, the coccyx and a small portion of 
the sacrum are exposed. The former and the portion of the sacral 

1 Wiener Min. Wochensclitift, 1S88 and 1889. 

1 Verhandlung der Section fdr (jynxkologie auf dem 10. internationalen Acrzle* 
Congress, Berlin, 1890. 

3 V. Mass: Amputation des Wirbel ennuis znm llchuf desliintercn llatichhohlen- 
sclmiltes. Deutsche Zcitscluifl fdr Chirurgie, XXXII, 3, 1S9I. 
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vertebra: below the last sacral foramina are removed with the bone 
cutting forceps. As yet, he states, he has never found it necessary to 
go so far with the resection that the lower sacral foramina with their 
nerves were in the way. No important nerves are injured by the 
operation. 

The author regards it as his duty to especially emphasize this fact, 
and to olTcr a strong protest against the extent to which Rose carries 
the sacral resection, as a regular procedure in all cases, even when 
there is no urgent necessity. A comparison of the clinical reports of 
Mass and Schede will show that the latter has operated upon much 
more difficult and complicated cases than have Mass and Rose. 
Among all of his cases was only one in which a more extensive resec¬ 
tion of the sacrum was found necessary. This case was one in which 
the retrorectal cellular tissue was extensively infiltrated with carcino¬ 
matous growth, and access was more readily accomplished through a 
larger resection, and the operation thereby greatly facilitated. In all 
of his other cases the operation was completely and easily performed 
through the smaller resection, which was carried as far as it seemed 
necessary; and it never once occurred to him that it would have been 
desirable to have sacrificed any more of the sacral bone. Nor has he, 
for a moment, entertained the idea of carrying the operation to the 
extent which Rose carries it, or even to the extent which he himself 
has carried it in the great number of cases of carcinoma of the rectum. 
And for the great majority of cases he regards Rose’s “amputation of 
the spinal canal,” as entirely superfluous. 

He emphatically disputes that the loss of the three lower, or even 
of the two lower, anterior sacral nerves is such an unimportant matter. 
All of his cases operated upon for rectal carcinoma, in which on only 
one side the third, and even all, in which only the fourth and fifth 
sacral nerves were sacrificed, complained for weeks and months of 
paralysis of the detrusor vesica urinaria; and although in all the 
rest the function was finally restored, two of the twenty-nine cases 
operated upon perished of extensive diphtheria of the bladder, 
unquestionably due to this paralysis. Disturbances of the detrusor 
function of the bladder, lasting for weeks, were not uncommon 
occurrences in his sacral uterine extirpations, in which only the fifth 
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anterior sacral nerve was cut. And he believes that the anterior 
sacral nerves are not so completely devoid of physiological importance 
as Mass thinks. 

In this first step of the operation a considerable loss of blood 
sometimes occurs from the division of the median and lateral sacral 
arteries, and from the branches of the inferior gluteal artery in the 
succeeding bilateral division of the luberoso-sacral and spinoso-sacral 
ligaments. At other times this part of the operation, which usually 
is the most bloody, progresses almost without a drop of blood; and 
the elevated position of the pelvis proves itself, in like manner as 
in the rectal resection, such a potent means of limiting the hemor¬ 
rhage that sometimes during the whole operation scarcely an occasion 
arises, aside from the uterine arteries, for the ligation of a vessel. 
The individual differences of cases in regard to the hemorrhage are 
very great. Evidently the age of the patient in connection with 
other things plays a very important role, inasmuch as in the case of 
young persons who have reached the age of complete sexual develop¬ 
ment, all the parts which come into consideration arc much more 
ricldy supplied with blood than in the case of older persons who have 
already reached the climacteric period. Still this rule is subject to 
certain variation, for proportionately in older persons, on account of 
weakness of the heart, all the pelvic organs are in a state of venous 
congestion, which renders the operation much more difficult or may 
even frustrate the result. Four examples of this sort are cited from 
his twenty-eight cases. 

The next step of the operation consists in a blunt dissection, with 
the finger or the closed Cooper’s scissors, of the tissue on the right 
side of rectum. Certain resisting structures may be cut through. 
The rectum should then be displaced to the left, and held aside with 
large blunt hooks. 

The cervix and uterus can now be felt lying directly beneath the 
wound surface, and the posterior vaginal wall can very easily be 
brought back into the wound. 

A sponge is now introduced into the vagina ,to press it towards 
the wound. The vaginal wall is then transversely incised on the 
sponge. Tltc cut edges are seized with small four toothed Muscux 
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forceps, and the wall of the vagina cut completely around at a proper 
distance from the carcinoma. The upper segment, together with the 
cervix, may then easily be drawn into the wound. 

The further detail of the operation is now not much different 
from the ordinary proceeding in vaginal extirpation, with the very 
great difference that each step is taken with complete accessibility to 
the parts, and with much better illumination; so much so, that the 
“ mass ligatures ” can generally be avoided when the indication for 
their use seems doubtful, and their application confined to sound 
tissue. 

Here, indeed, has been until now a difficult point in the gener¬ 
ally inadequate technique. If one divides the parametrium in a few 
large sections, the remaining stumps dare not be too short, or the 
ligature will slip off. In other words, the “mass ligatures” necessi¬ 
tate that the ligaments he cut closer to the body of the uterus than 
would otherwise be necessary. With the “mass ligatures” one 
works in the dark, and docs not see exactly what he is doing. If their 
employment is renounced the surgeon can work farther from the 
uterus, is able to see each moment what lie is doing, and will secure 
perhaps better chances for alasting cure. At any rate a chief objection 
is done away with, an objection which is held against the vaginal ex¬ 
tirpation of the uterus, and which has hindered surgeons ,in great 
part from interesting themselves in the operation; namely, the un- 
surgical working in the dark. How substantial may be the usefulness 
which comes from this the future will have to teach. In the prepara¬ 
tory cutting around the uterus, one works more slowly, but lie has the 
feeling of a more certain procedure, which will, it is to he hoped, in¬ 
crease the per cent, of cures. 

To this is connected the fact that the total extirpation of the 
uterus can be done in a large number of cases, in which, according 
to the competent view of the most skillful operators, one docs well to 
renounce from the beginning every attempt at it, so long as he has no 
other recourse than by the vagina. 

Schede previously used to proceed by drawing the fundus of the 
uterus out of the peritoneal wound in forced anteflexion, after having 
sufficiently enlarged the opening in the vesico-uterinc fold, and in 
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this position tying and cutting o(T the anncxa. But now he draws 
down the uterus in its entire length, and completes the extirpation 
without inverting the fundus. If the carcinomatous part has not been 
cauterized before the operation, the latter procedure, in which the 
cervix is more easily held away from the peritoneum, is entitled, with¬ 
out question, to the preference. Otherwise it makes no difference 
whether the one or the other method is followed. Lastly, it is to be 
recommended that the ideerated cervix be wrapped as far as possible in 
iodoform gauze. 

The author attaches much value to a particular suture for the peri¬ 
toneum. He hangs a number of long pincers on the edges of the 
peritoneal wound, which draw down the peritoneum. A running cat¬ 
gut suture is then applied. This is greatly facilitated by the diagonal 
jawed Hagcdorn needle forceps. To the careful application of-this 
suture, lie ascribes, in large part, that the peritoneum never afterwards 
has to be considered. 

The wound in the vagina must also be carefully sutured. Other¬ 
wise the vaginal mucous membrane wotdd gradually become drawn 
into the sacral wound, and a mucous fistula would result; a thing, 
which in itself is not essentially objectionable, but which is unpleasant 
for the patient, and which can easily be avoided. After introducing a 
broad gutter shaped speculum, a single toothed sharp hook is placed 
in the wound angle in the right vaginal wall, and drawn slightly for¬ 
wards. Then wound surface lays itself upon wound surface quite 
naturally, and the entire vaginal wound can be closed by a running 
catgut suture, in which an in-and-out stitch is made from the mucous 
membrane side. Healing per primam very easily follows. It has 
failed to occur only once for the author, in a very feeble patient, who 
soon after died. 

The sacral wound is to be carefully packed in every crevice with 
iodoform gauze. The skin is then partially held together with a few 
silk sutures for the purpose of immobilization of the wound edges. 
Rest of the parts is thereby much insured, after hemorrhage prevented, 
and the shrinking and retraction of the skin to a great degree hin¬ 
dered, The iodoform tampon remains eight or ten days. Over all 
is placed a simple outer dressing, which consists of sterilized mull 
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and a large sublimate moss pad, held in place with a triangular cloth 
or diaper. This dressing takes up’the superfluous wound secretion, 
and should be changed daily. 

As already stated, many of the patients had difficulty in empty¬ 
ing the bladder. In nearly all it was necessary for the first two or 
three days to draw off the urine with the catheter. Sometimes the 
paralysis of the detrusor lasted much longer, but finally, without ex¬ 
ception, disappeared. At the same time this transitory disturbance 
is not to he regarded with indifference. It is well known how diffi¬ 
cult it is to prevent cystitis from arising in women who must he 
cathetcrizcd. Here we often have to do with cases in which a narrow¬ 
ing of the ureters exists at their lower ends, developed relatively after 
the operation, and in which cystitis, through the infection of such a 
ureter, and the accompanying kidney affection, can he the direct 
cause of death. 

The author now introduces the clinical historiesof all of his twenty- 
eight cases of carcinoma uteri which were operated upon by the sacral 
method, and asks, what deductions can he drawn from these histories? 

Of the twenty-eight cases, eight died immediately after the opera¬ 
tion, or so soon afterwards that the operation, or at least the operation 
in connection with other complications, was the cause of death. 

Among these eight were seven in which the operation was espec¬ 
ially difficult, in which a large amount of blood was lost, and in 
which from the very beginning the operation progressed against very 
unfavorable circumstances. In three of the cases the loss of blood 
from greatly dilated veins was unusually great. Kidney atrophy was 
found in one of these, and another, fifty-eight years old, showed fatty 
heart and arterial sclerosis. A seventy-one-year-old woman, who was 
greatly reduced by the enormous hemorrhage, perished from the 
combined effect of the same with senile degeneration of the brain. 
It can he stated, without going further, that in these cases, the vaginal 
operation would have offered even slimmer chances. 

One patient died of pulmonary embolism from thrombosis in the 
femoral vein. The sa” ause of death was found in another case, 
in which the amount c .food lost at the operation was very small. 
The author has observed three other cases—resections of the rectum— 
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in which thrombosis occurred in the femoral and pelvic veins, and 
sudden death from pulmonary embolism, following the operations in 
which the elevated position of the pelvis was employed. He does not 
doubt but that the slowing of the blood current in these parts of the 
body, which is caused by the elevating of the pelvis and the fixed 
flexion of the hip joint, stands in direct causal relation with the forma¬ 
tion of thrombi. This danger is probably increased because the posi¬ 
tion is so advantageous on account of the hamiostasis which it accom¬ 
plishes. The operator must decide whether he shall protect the 
patient from the one or from the other danger. Perhaps it may be 
circumvented by the construction of an apparatus for supporting the 
hips without over-flexing the thighs. 

One of the three remaining deaths had the least connection of 
any with the operation. It was the case of a sixty-two year old 
woman, who before the operation had become very much prostrated, 
and in whom the autopsy revealed plcuritis, pericarditis, myocarditis, 
fatty infiltration of the heart, arterial sclerosis, atrophied kidneys, 
and hydronephrosis. Death occurred on the sixteenth day. In the 
other two, changes in the kidneys were found to account for the fatal 
result, which occurred on the twenty-third and twenty-sixth days. 
These lesions, which had begun before the operation, were aggravated 
by the injuries inflicted on the urinary tract. The free (low of urine 
from the ureters was hindered by the dense fibrous tissue formed 
about their lower ends or by their laceration and bending due to the 
suturing of a defect in the trigonum. Of these three cases can it only 
be said that they were susceptible to absolutely no operation, and that 
it would have been better had they been left unoperated upon. 

Three of the twenty-one who survived the operation have since 
died. One perished from recurrence; and the other two from the 
result of operations done for the removal of recurrent growths. In 
both operations unforeseen difficulties towered one above another, and 
gave only the faintest hope that it will ever be of much use to attempt 
to deal with recurrences after extirpation of an uterine carcinoma. 

Three patients are now living in whom recurrence has taken place. 

Some of the remaining fourteen have reached a probability of a 
permanent cure. In eight cases, from the time of the operation until 



428 


EDITORIAL ARTICLES. 


the last examination, have elapsed respectively, 20, 16, 15, 9, 6, 5 
5 and 4 months. Three months have not yet passed since the other 
six were operated upon. It may, perhaps, be said that the first four 
have good chances fora permanent result. 

Among these four cases it would have been absolutely out of the 
question, in the particular one which has now gone fifteen months 
without recurrence, to have attained such a result by the vaginal 
operation. The same may be said with some probability of the twenty 
month case. Four of the fourteen cases in consideration would have 
been good subjects for the vaginal operation. In still another the 
vaginal operation would have been entirely impracticable; while in 
five more it would have given, in all probability, much poorer chances. 

From these cases Schedc believes that the sacral method can help 
a large number of patients, for whom the vaginal method can do no 
good. The danger of the operation in itself, in smooth cases, is 
surely not greater than the vaginal method ; the certainty of removing 
the disease is greater; and the limits of its application are much broader. 

The duration of the healing process is generally longer. When 
it takes a most favorable course at least six weeks have to be counted 
on. This does not enter into the consideration so long as the cer¬ 
tainty of the operation is greater. 

The experience of Schedc furthermore teaches, that, in cases in 
which the carcinoma has involved the bladder wall and in which a 
ureter is encroached upon, it is much better to cut out a piece of the 
bladder in doubtlessly sound tissue, resect the ureter, and extirpate 
the kidney, than to torment the patient with uncertain, thankless and 
dangerous conservative experiments. He performed this operation 
upon the case which has gone fifteen months without recurrence. The 
leaving of a doubtfully sound ureter forbids itself. One which has 
had its circumference laid bare for any considerable distance will 
eventually become necrotic, and lead to fistula. The shrinking 
granulation tissue will constrict it and cause kidney disease, which 
may easily be fatal. Ureter fistula: are dangerous because of the easy 
possibility of kidney infection. In short, the operation gives the 
best chances by proceeding radically in every direction. 

JAMKS 1’. W'AKIIASSK. 
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1I0LDT ON VAGINAI, HYSTERECTOMY IN CANCER OK THE 
UTERUS. 

In a paper read before the recent meeting of the American 
Gynecological Association by Dr. II. J. Holdt, of New York, the 
author, after describing the process by which lie prepares his patient 
for operation, which is one of great antiseptic precaution, describes 
the method of operation to which lie gives preference if it can be 
carried out. I11 cancer of the portio or the cervix, such portions as 
readily break down are removed by scissors and the sharp curette, 
then the uterus ptdlcd down with volsclla, but where no portio is 
left to grasp with volsclla, the vagina surrounding the cervix is 
grasped anteriorly with one or two bullet forceps, half an inch or 
further from the ccrvico-vaginal margin, and an incision is made as far 
away from the cervix as he considers necessary to resect the vagina, 
then the mucosa is stripped down, and the bladder stripped up and 
off a short distance, so that a volsclla can be used to grasp the cervix; 
he now opens the cul dc sac of Douglas, and with the index finger of 
the hand required introduced into the opening, guides the needle used 
to suture the base of the broad ligaments. After placing a ligature 
the included tissue is cut, but licforc ligating, he first attaches the 
peritoneum to the vaginal margin with a continuous catgut suture. 
As soon as the base of the broad ligaments have been ligated and cut 
the remaining part of the still adherent bladder is detached, and the 
peritoneum is also attached to the vaginal margin anteriorly. The 
remaining part of the broad ligament is now ligatured and cut, going 
from one side to the other. From the beginning of the ligation of 
the parametria the needle is introduced near the margin of the 
vagina, then including as much of the parametria as he deems safe for 
one ligature, the needle is made to emerge again in the vaginal margin 
and the ligature tied; thus he brings the broad ligament stumps intra - 
vaginal. In cancer of the body of the uterus he removes the ovaries 
invariably, on account of the danger of malignant disease also being 
present or developing in them ; but in cancer of the portio or cervix 
he leaves them, unless the appendages arc diseased, or unless the 
patient has already passed the menopause, because in his experience 
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lie finds that the sudden bringing about of the menopause causes very 
annoying symptoms in many cases, which can be avoided if the ovar¬ 
ies are left, they sustaining their physiological function. After he 
has removed the uterus, which he does under almost constant irriga¬ 
tion by means of a speculum especially constructed for such work, 
the stumps of the broad ligament on one side are drawn upon with a 
pair of bullet forceps, to allow him a clear view, and sufficiently to 
bring them absolutely intra-vaginal; then a full curved needle is again 
introduced through the stumps of the broad ligament, entering 
anteriorly through the vagino-peritoneal margin, and emerging pos¬ 
teriorly in the same manner; then the ligature is tied. On the other 
side the same steps are taken, Now the pelvic cavity is irrigated with 
warm water, no antiseptic solutions being used for the patient after 
the operation has once been begun. The rent still left communicat¬ 
ing with the peritoneal cavity is now also closed, with a few catgut 
sutures, To give additional security another suture is passed through 
the broad ligament stumps, from one to the other, and tied. The 
vagina is now irrigated with Thiersch’s solution and loosely packed 
with a strip of iodoform gauze. The advantages claimed by Dr. 
Ifoldt, from such complete closure of the peritoneal cavity, and from 
that method of operating is, that the patients make an unusually rapid 
recovery; he has discharged some within ten days from the hos¬ 
pital. 

He condemns the use of silk as ligature material in severe terms; 
having consistently used catgut for several years, he from experience 
knows it to be, if prepared according to his method, just as antiseptic 
as it is possible for silk to be. It is just as safe for tying if properly 
tied, and the ligatures do not delay convalescence which is the case 
with silk. 

Clamps arc used by him when the parametria are thickened 
as the result of old inflammatory processes so that the uterus can not 
be drawn down so that ligatures can be applied. It is claimed that 
the uterus can be removed per vaginam with clamps, when it would be 
impossible to do it with ligatures. Clamps save much time, and his 
direct results arc equally good as with ligatures, despite the various 
arguments used against pressure forceps, yet he considers it more ideal 
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to have a completely closed wound; hence he now uses forceps only 
when necessary. 

Numerous cases of independent cancerous nodules in the body of 
the uterus, where the organ was removed for cancer of the portio or 
cervix, are cited, by which he desires to prove his stand, that partial 
operations are unjustifiable. Supra vaginal amputation would be a 
justifiable operation only when the clinical diagnosis of cancer of the 
portio or lower part of the cervix only could be established; but this 
cannot be done. He shows among other uteri, a uterus which he 
recently removed, illustrating the perfectly independent positions of 
the malignant disease ; the portio cancer was developed in the line of 
a cervical laceration. The direct results of this operation are good 
in the hands of the experienced surgeon ; his own direct mortality in 
forty-four vaginal hysterectomies done for cancer, is 6.8 per cent. 

The operation is not sanctioned unless it can be presumably 
done so that no carcinomatous nodules or infiltrations are left. A 
woman who had her uterus removed for cancer, merely because it was 
a surgical possibility in the hands of the operator, will not live as 
long, nor be any more comfortable, than if the patient had only been 
treated on general sound surgical principles. 

The operation is not contra-indicated because a uterus is immov¬ 
able or the parametria arc infiltrated, unless the infiltration is carcino¬ 
matous. Tor the purpose of determining the extent of the disease, 
and the character of the thickening, the patient must be put under 
full narcosis and a careful bimanual examination made ; not the vagi- 
no-abdominal alone, because the extent of thickening in the broad 
ligaments and its character cannot be satisfactorily made out thus, but 
with one or two fingers in the rectum much more can be learned. If 
the thickening is possessed of elasticity, it speaks for its inflamma¬ 
tory character; carcinomatous infiltrations have a peculiar bulky feel¬ 
ing and resistance. The ability of making a correct diagnosis depends 
on the experience of the respective operator—one having extensive 
experience in pelvic massage according to Brandt’s method usually 
has the advantage. The use of the curette at the time of operation 
will also aid materially to show how far the disease has extended, 
whether the parametria! infiltrations arc inflammatory or carcinomatous. 
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To guard against recurrences, particular stress is laid on the ne¬ 
cessity to keep sufficiently far away from the diseased cervix or portio. 
He in some recent cases of portio cancer kept from one and one-half 
to two inches from the apparent disease. 

Many cases are called recurrences which in reality are only cases 
of continuing disease, due to some particles of carcinomatous structure 
having been left behind, the forceps tearing through the tissues while 
attempting to pull the uterus down; hence it may easily be overlooked, 
unless the operator is constantly on his guard. Infection during oper¬ 
ation is one cause of recurrence; it is differentiated from continuing 
disease that the manifestations are more general, the disease taking in 
a larger area in the parametria, whereas in continuous disease the 
manifestations are local and spread gradually. The author has fifty 
per cent, of cases without recurrence operated more than five years 
ago; out of four cases done four years and four done three years ago, 
seventy-five per cent, of each class are without recurrence. Of those 
operated on two years ago, 55.5 per cent, are without recurrence. 

The rate of mortality from cancer of the uterus, which is, accord¬ 
ing to his gathered statistics, now 5.5 per cent., can only be dimin¬ 
ished by co-operation with the family physician, where also the 
remote results, after operations, will be much more favorable. The 
diagnosis must be made very early to accomplish this, for which pur¬ 
pose the aid of the microscopist must be called. Microscopical 
appearances must not be retied upon. All patients who present any 
suspicious symptoms should be carefully examined, and if the family 
physician is not certain of the diagnosis, he should send the patient 
to a specialist for advice. 

The stand is taken by the author that there is no upper or lower 
line of limitation for this operation, but the moment that the diagnosis 
of cancer is made beyond a particle of doubt, based upon anatomical 
changes, the entire uterus must be removed, no matter how limited 
the disease seems or is, because, he says, “ what conceivable reason 
can be given why a partial operation in a case of carcinomatous dis¬ 
ease of the portio, guards more against a recurrence of the disease 
than the complete extirpation of the organ?” 


L. S. P11.CIIER. 
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VASCULAR SYSTEM. 

I. Case of Common Carotid Aneurism Cured by Liga¬ 
ture. Hy G. R. Turner (Greenwich). A man, mt. twenty-nine, 
suffered from a rather rapidly growing tumor on the right side of the 
neck, causing cough, some difficulty in breathing and very severe 
shooting pains on the right side of the head and face. On admission 
to hospital, it was found to be about the size of a clenched fist, ex¬ 
tending from the angle of the jaw down to within an inch and a half 
of the clavicle and pushing the larynx about three-quarters of an inch 
to the left of the median line. It presented a well-marked expan¬ 
sive pulsation and thrill, with a loud and harsh systolic bruit. The 
diagnosis of carotid aneurism, probably from its rapid growth trau¬ 
matic in origin was readily made. An incision was made in the usual 
direction, but reaching down to the sterno-clavicular joint. The in¬ 
ternal jugular vein presented lying directly in front and to the inner 
side of the common carotid artery, which lay very deep. The needle 
was passed from within outward and the vessel tied with a No. 6 cat¬ 
gut ligature. Pulsation and bruit in the tumor ceased at once, as did 
the pulse in the right facial and temporal arteries. The pains in the 
head and face relieved and no cerebral or pulmonary complications 
ensued. The tumor remained stationary in size for more than three 
weeks, when, without obvious cause, it began to shrink and harden 
perceptibly and rapidly until a month later only slight hardness could 
be felt and no swelling was perceptible. The larynx returned to the 
middle of the neck and the cough, dyspnoea and pain disappeared.— 
London Lancet, June 25, 1892. 


James E. Pilcher (U. S. Army). 
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laryngeal stenosis the presence of such masses within the trachea com¬ 
plicates the later course of the case and, not unfrequcntly, determines 
crises of great intensity as they become detached. Unfortunately, as 
long as the pjimary symptoms of acute stenosis dominate the scene, 
there is no means whereby a judgment can be formed as to the later 
presence or absence of such a complication, so that the judicious 
surgeon would, in all cases, be led to choose, other things being equal, 
that method of relief which would enable him the most readily to 
cope with this complication should it arise. 

Such a crisis may also arise" at the very moment of the intro¬ 
duction of the intra-laryngeal tube since masses of the exudate may 
be stripped up by it and pushed before it as it is introduced, suffi¬ 
ciently to immediately and absolutely block the trachea. That this 
danger is not merely theoretical is attested by many published cases in 
which immediate death has followed the introduction of the tube. It 
has been usual to say that in such cases tracheotomy still remains as a 
possible resource by means of which the patient may yet be rescued 
from death. Practically, however, this not so. It is too late for 
tracheotomy. The fatal result can rarely be averted, when Ibis acci¬ 
dent has occurred, by the opening of the trachea, however expedi¬ 
tiously it may be done. At this juncture it may not be amiss to call 
attention to the fact that, in general, trccheotomy done as a secondary 
resort, in cases which have been primarily intubated, has proven itself 
a very unsatisfactory procedure; the proportion of ultimate recoveries 
secured by it having been very small. Thus, of eighteen such cases 
subjected to secondary tracheotomy in the service of Thiersch at 
Leipzig, 1886, all died (Urban, Annals of Surgery, 1890, XII. p. 
362); and of fifty-seven such cases operated on in the Boston City 
Hospital (Lovett, Annals of Surgery, 1892, XVI. 369), fifty-two 
died. When these results arc compared with the average results 
which attend primary tracheotomy—28 per cent, of recoveries—it is 
seen that the patients who, after having been intubated, develop later 
renewed dyspnoea calling for relief, form what may be called a 
selected class of bad cases in which operative interference of any kind 
promises but little. Still in a small proportion of cases tracheotomy 
may still succeed in preserving life. Nevertheless the surgeon who is 
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choosing a means of relief for acute diphtheritic laryngeal stenosis 
must realize that he practically has blit one opportunity of choice. 
Remembering this, and being awake to the possible requirements for 
the ready escape of exfoliating membrane later in the course of the 
case, most surgeons will feel it their duty to freely open the trachea 
from without at some point below the isthmus of the thyroid gland. 

//. Local Cleansing or Antisepsis .—In diphtheria of the 
fauces, pharynx and nares the importance of local cleansing and 
antisepsis is well recognized; much of therapeutic effort is very 
properly directed toward preventing the accumulation of infective 
material in the affected localities and thus diminishing the septicaemia 
resulting from absorption of the products of its decomposition. A 
further danger of systemic infection exists in the fact that the 
inspired air must become more or less charged with offensive and 
septic material, if adequate disinfection of the upper respiratory tract 
is neglected, and thus a foul and contaminated air be continuously 
supplied to the air cells below, with, in not a few cases, the additional 
burden of infective material of sufficient virulence to kindle septic 
inflammation of the lung tissue itself. 

Whatever is true of the nares, and fauces and pharynx 
in respect of local sepsis is equally true of the larynx and trachea 
when the scat of the diphtheritic exudate. The surgeon who is in the 
habit of opening the trachea in these cases has many opportunities 
of seeing the accumulations of pultaccous material muco-pus and 
membranous debris, that form within the trachea and contaminate 
the respiratory current. One of the marked advantages that attends 
properly performed tracheotomy is the ready removal of this material, 
which often abundantly wells forth as soon as the trachea is incised. 
In the after days of such a case the ready escape of tracheal and bron¬ 
chial secretions is facilitated by the external incision, and by the use 
of a tube with as large a lumen as the size of the trachea will easily 
admit. Through this tube the easy ingress to the lungs of abundant 
pure air also is assured, which may be warmed and moistened accord¬ 
ing to the judgment of the attendant. The air may be medicated by 
sprays or by admixture with oxygen gas; the tracheal mucous mem¬ 
brane may be treated by instillations of medicated liquids or may be 
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swabbed out with proper sponges if need be. These opportunities 
and advantages are not imaginary nor exceptional, but they are all of 
positive value, and of frequent resort to the surgeon who is fully 
equipped and ready for his work. They arc of sufficient value in 
many cases, I am persuaded, to turn the trembling scale of fate to¬ 
ward life instead of death, and therefore, are ever to be given serious 
consideration when a choice is to be made of an operative attempt to 
relieve acute laryngeal stenosis of diphtheritic origin. They must all 
be sacrificed if intubation is chosen, 

III General Nutrition .—Laryngeal diphtheria differs in no 
respect from other forms of diphtheria in the importance which at¬ 
taches to feeding and stimulation in its management. The difficulties 
which attend the administration of proper food and stimulus are often 
great at best; the presence of a rigid metallic tube in the larynx, with 
its enlarged upper extremity projecting at the base of the epiglottis 
would presumably interfere still more with deglutition—According to 
O'Dwyer (Ref. Handbook Med. Sci. IV, p. 420, Art. “Intuba¬ 
tion ”)—if the mobility of the epiglottis be very much crippled by in¬ 
flammatory thickening, and the deposit of pseudo-membrane the 
deglutition of fluids will be difficult with any form of tube in the 
larynx; if, on the contrary, the epiglottis be comparatively healthy, 
which is not uncommon, fluids will be swallowed with much greater 
case. As a ride when intubated patients can be induced to take solid 
or semi-solid food, it is swallowed with comparative ease from the 
beginning and the ability to swallow fluids increases with time. This 
perhaps is the most favorable presentation of the relations of intuba¬ 
tion to deglutition that can be made, and I have taken pleasure in 
giving it in the words of the author of the procedure. If I can form 
an opinion from the published experience in intubation that has come 
to my knowledge, I should judge that it is somewhat optimistic, and 
that in general the embarrassments of deglutition that attend the 
presence of a tube in the larynx are quite serious, and that they often 
form a decided difficulty in the after management of an intubated 
case. Certainly, difficulty of deglutition is a sufficiently pronounced 
and direct residt of intubation to require to be fully taken into 
account by the surgeon when forming his judgment as to the 



TRACHEOTOMY AND INTUBATION. 537 

procedure which will best enable him to avert the dangers of 
diphtheria of the larynx. 

On the other hand deglutition is not interfered with by the pres¬ 
ence of a canula in the trachea, introduced through an external in¬ 
cision. 

In each of the three important particulars that have thus been 
rapidly reviewed, viz:—blood xration, local antisepsis, and general 
nutrition, it has scented to appear that in each, important advantages 
in cases of acute diphtheritic stenosis of the larynx attach to the use of 
tubes inserted from without into the trachea through a wound in the 
neck over the use of tubes inserted in the larynx through the mouth 
and pharynx. 

Fully realizing that it is fptite possible for one, who has become 
prepossessed by the claims of one line of procedure, to be unable to 
give sufficient weight to the merits of a different procedure, 

I have for some years been waiting for the verdict which the accumu¬ 
lated experience of many workers might give as to whether the appar¬ 
ent advantages of tracheotomy which I have enumerated were imagin¬ 
ary or real. If, as the result of actual practice, intubation is found to 
secure as large a proportion of recoveries as have resulted by the 
older and bloody method, then the theoretical objections must be 
acknowledged as of no weight. It is difficult, however, to make a 
a proper comparison of results owing to the possibilities of differences 
in tbe character of the cases submitted to two different procedures. 
It is undeniable that intubation is much more likely to be resorted to 
in cases of less critical nature than would be tracheotomy. The 
suspicion of this fact is likely to vitiate for purposes of comparison all 
the general statistics that may be accumulated as to the results of intu¬ 
bation. I accept without question, however, the statistics of O’Dwyer, 
who states that he has only resorted to intubation as a last resort in 
cases which lie was convinced would die if not relieved. Limiting 
himself to such cases, he wrote in 1888 that nevertheless his recoveries 
amounted to twenty-four per cent, of the cases operated. Less favor¬ 
able, however, has been the experience of the surgeons of the Boston 
City Hospital who, out of 392 cases that were intubated, secured 
20.41 per cent, of recoveries. Less favorable yet was the .Leipsic 
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experience, where out of thirty-two cases of intubation bnt three 
recovered. 

These results are decidedly less favorable than those which have 
hitherto been secured by tracheotomy. In 1887 Lovett and Munroc 
compiled from all sources, excluding groups less than live in number, 
21,853 ca scs of tracheotomy for croup, of whom 6,135 recovered, that 
is to say, 28 per cent. My own personal statistic gives a better result 
yet, since out of sixty-six tracheotomies for diphtheritic croup, in all 
of which operation \Vas resorted to only when the stenosis had become 
extreme, twenty-two recoveries have been secured—thirty-three and 
one-third per cent. 

On the other hand one of my neighbors in the city of Brooklyn, 
Dr. McNaughton, within four years has subjected 142 cases to intuba¬ 
tion, of which 42, or 29.5 per cent, have recovered. Dr. O’Dwycr 
in the Academy of Medicine discussion, stated that out of his second 
and third hundred of intubation cases, 57 had recovered, a percentage 
of 28.5. One-fourth of these cases were under two years of age. 
The statistical argument becomes very much mixed by reason of such 
varying results. No reliable conclusion can be drawn from them as 
to the comparative merits of the different procedures, and one is 
driven back to that much more satisfactory ground for judgment to 
be found in a careful study into the pathological conditions to be 
combatted, the vital indications presented in individual cases, and the 
relative perfection with which a proposed procedure will meet the one 
and fulfill the other. The more important points to be considered in 
such a study I have already passed in review. The conclusion seems 
to me to be a just one: that intubation answers the indications for 
surgical interference when a diptheritic exudate has formed within the 
larynx and trachea much less perfectly than does tracheotomy, and 
that therefore, as a rule, it should not be considered as a substitute for 
tracheotomy in such cases. I do not wish to gloss over in any degree 
the peculiar dangers and disadvantages that attach to tracheotomy. 
They have been thoroughly studied; they are well understood ; in 
the great majority of cases they can be overcome. He who attempts 
the operation should have operative skill and familiarity with his 
tools ; coolness, judgment and anatomical knowledge arc essential; 
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there is a tube to be kept clean; there is a wound to be taken care 
ofj the respiratory short circuit that has been established demands 
special precautions to make it harmless; the pressure effects of long 
retained cannula; arc to be guarded against, and in some cases granu- 
lomata or disorders of the laryngeal muscles render difficult the final 
suppression of the tube. These are all open, plainly declared diffi¬ 
culties, which, if recognized and provided against, can be reduced to 
such a minimum as regards their prejudicial effects, as to be rendered 
of but little weight by the side of the great advantages in other 
respects which the external incision offers. 

To what extent has intubation supplanted tracheotomy? Evi¬ 
dently to a very considerable extent during the past few years in this 
country. The natural shrinking which mankind in general, including 
even members of the medical profession, as a rule, have to the inflic¬ 
tion of surgical wounds has in the past and will always continue to 
make the operation of tracheotomy the last tesort which will be 
accepted for the relief of croup, except in institutions organized upon 
a surgical basis in which the operation is established as a matter of 
routine. In general I am persuaded that in future the very consider¬ 
able prospect of relief and ultimate recovery which intubation can 
promise, although distinctly irtferior to that held out by tracheotomy, 
will cause the non-bloody procedure to be often chosen, the aversion to 
the surgical wound being the controlling reason for making the choice. 
A larger proportion of cases will receive operative help of some kind, 
and many lives will for that reason be saved, which, if the bloody opera¬ 
tion were the only recourse, would otherwise have been allowed to 
perish. This is well illustrated by our Urooklyn experience. In this 
city I believe that it has been my lot to be called upon to do tracheo¬ 
tomy for the relief of croup in a considerable proportion of the cases 
that have sought surgical relief, and yet, during a period of seventeen 
years during which I have been operating, I have been called upon to 
do the operation but sixty-six times, notwithstanding the deaths from 
croup in our city during this period have amounted to between four 
and five hundred every year during the same time. On the other 
hand during the past four years, my neighbor, Dr. McNaughton, has 
been called upon to intubate 142 limes, lie has been instrumental in 
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the vertical bi-auricular line, x cm. before this line crosses the sagittal 
suture. The parielo-occipital fissure is 5 cm. behind the upper point 
of the fissure of Rolando and parallel to the sagittal suture. 

For (he direction of the fissure of Sylvius it is necessary to draw 
a line intersecting the bi-auricular 0 cm. above the auditory canal and 
proceeding obliquely to the vertical (angle of 75 0 ) 4 cm. backward, 
and upward and 50cm. forward and downward. The upper branch of 
the Sylvian fissure separates from the other arm 20 mm. from its ex¬ 
treme anterior point and runs in a line 30° from the vertical. The 
whole parietal lobe is along and above the posterior Sylvian tract. 
The first portion forms the upper Sylvian margin behind theRolandoic 
zone, being crossed here by the vertical line. Its middle portion 
(lobule of the angular gyrus) passes along the rest of the Sylvian fis¬ 
sure and around its extremity to blend with the first temporal. The 
third (posterior and inferior) portion (the angular gyrus) proceeds from 
the second portion, runs behind the posterior extremity of the par¬ 
allel fissure and continues with tire extreme posterior portion of the 
second temporal. 

Dr. Potempski contributed an article on the Surgery of the 
Drain amt Cerebellum, consisting of the reports of, first, a case of 
cndocranial tumor in a woman who had a right brachial monoplegia, 
with vague pains and attacks of Jacksonian brachio-facial epilepsy 
followed by a permanent, but slight, facial and hypoglossal paresis. 
There were changes in her general nutrition, diminution of intelli¬ 
gence and pain in the cranium, which had begun ten years before. The 
diagnosis was a small cndocranial tumor compressing the cortex near 
the middle of the fissure of Rolando. 

This fissure having been localized the skull was opened. The 
dura revealed nothing abnormal except that at the lower margin of the 
opening the tension seemed greater than normal. The bony opening 
was then enlarged and the dura opened. A tumor of the size 
of a pigeon’s egg was discovered and readily enucleated by the 
finger. There was so much hemorrhage that it was necessary to pack 
the wound. The next day there was complete right hemiplegia. 
Within forty-eight hours the tampon was removed. Complete re¬ 
covery, excepting a slight hypertrophy of the left limb, followed. 
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The tumor was pediculated, had a smooth surface to which small por¬ 
tions of membrane adhered and was an alveolar sarcoma (Ziegler). 

The second case was a tumor of the cerebellum in a patient 
twenty-two years of age who had intense headache for two months, 
the pain subsequently radiating into the vertebral column and finally 
producing impaired power of locomotion. There was also difficulty 
in pronunciation and in vision, slight fever and vomiting. There was 
a small superficial scar on the head caused by a blow from a stone. 
There was also slight ptosis of the upper left eyelid, slight strabismus, 
very evident nystagmus, normal field of vision and normal bearing. 
He also had a slight facial paresis, normal deglutition, tongue tremulous 
and deviated slightly to the right. Could not stand well and moved with 
difficulty. No atrophy of arms. Muscular strength and excitability 
normal, no fibrillary movements. Reflexes, abdominal and cremas¬ 
teric abolished, patellar prompt, plantar wanting; urine normal. An 
incision was made 3 cm. horizontally from the apex of the mastoid 
and 1 cm. from the occipital protuberance. The sterno-mastoid, 
trapezius, and complexes muscles were reflected and the periosteum 
detached and the skull opened. The dura was normal but much dis¬ 
tended, the surface of the cerebellum showed a tendency to rupture 
when the dura was opened and as soon as the meninges were incised 
a large quantity of cephalo-rachidean fluid escaped. The hemisphere 
then shrunk until it appeared much smaller than normal. 

Digital exploration was made of the whole left side of the cere¬ 
bellum, but nothing was made out, as hemorrhage had become 
troublesome, so the cavity was washed out with a sublimate solution and 
tamponed with iodoform gauze. On the third day the tampon was 
replaced by a celluloid plate closing the cranial cavity with the ex¬ 
ception of a hole left for drainage at the lower angle. The soft parts 
were sutured over the celluloid plate, but this became displaced and it 
was necessary to open tlte wound again in order to remove it. No 
benefit resulted from this operation and two months later he was sub¬ 
jected to the same manipulation on the right side. A quantity of 
cercbro-spinal fluid, less than the former amount, escaped this time. 
The surface of the cerebellum was apparently healthy and the hemis¬ 
phere sank as the fluid escaped. Palpation with the index-finger 
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revealed a greater consistency of the head of the vermiform process; 
its surface was not smooth but was unequal. On turning the finger 
around some connective lamina: were lacerated. The presence of a 
tumor seemed doubtful and further surgical procedures being im¬ 
possible the wound was tamponed. The patient was improved after the 
operation so far as the co-ordinate movements of the upper limbs were 
concerned. The nystagmus disappeared, the cremasteric and ab¬ 
dominal reflexes returned, the facial paresis was overcome, the patient 
being able to blow out his cheeks; the longue lost its deviation from 
the proper line and its tremulousness, but the lower limbs did not 
improve. 

The third case, one of microcephalus in a child thirteen months 
old, was operated upon by an incision from the fronto-parietal to the 
occipito-parietal suture. Periosteum reflected and an ellipse of bone 
as long as the incision and 6 mm. wide was removed. A large vein 
was accidentally injured, causing a copious hemorrhage which necessi¬ 
tated foregoing further operative manipulation. The contractions 
from which the patient had suffered prior to the operation improved 
gradually. It is proposed to operate again. 

'I’lie fourth and final case was one of cortical epilepsy in a young 
man of twenty-four, who had daily convulsions with cyanosis of the 
face and other symptoms lasting about a minute. The trouble having 
been localized in the cortico-motor centres for the upper and lower 
limbs, an incision was made and the cranium opened to an extent of 
4 x 2'/i cm. near Rolando's fissure. The diploc was wanting in this 
portion of the skull, but the dura appeared healthy. Meat (6o°C.) 
placed in contact with the dura caused excitement, first of the op¬ 
posed limbs then of all four, aitd then of the right limbs as in one of 
his attacks. This patient was apparently worse*after the operation 
and is to be operated upon again when it is proposed to excise the 
cortex after the method of Horsley. 

Dr. Casski.li also reported four cases of traumatic epilepsy. The 
first a boy of seventeen years who had been injured when seven years 
of age, and who had cortical epilepsy localized over the whole right 
motor zone and especially at the base of the ascending frontal convolu¬ 
tion, I lis attacks came on every ten days (fifteen days in summer) when 
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he is suddenly seized with intense vertigo, screams and falls. lie loses 
consciousness and remains in this condition for two hours. On 
recovery has nausea, intense headache lasting half an hour and is ex¬ 
citable, exacting and threatening, often taciturn, reserved and walks 
up and down the room paying no attention to company. Has a 
ravenous appetite and eats voraciously of the coarsest food. There is 
hemi-paresis of the muscles of the left half of his face. In the right 
parietal region there are two linear scars, nearly parallel and about 3 
cm. apart, running obliquely downward and forward. Inspection 
and palpation reveal a depression corresponding to these scars. 

In operating care was taken to ascertain the vertex capitis by 
means of the bi-auricular line, the extreme point of the fissure of 
Rolando, being 48 mm. behind the vertex. An incision 15 cm. 
long was made in the right parietal region and a (lap turned down. 
This flap did not include the periosteum. All hemorrhage having been 
arrested a circular incision was made in the periosteum and a trephine 
of 4 cm. diameter removed a button of bone on the internal face of 
which there was a fissure, evidently the remains of an old fracture. 
Two bony fragments one above the other were also removed. The 
internal surface and margins of the disc having been smoothed off it 
was immersed in a 1-2000 solution of sublimate at 40°. Eleven small 
pieces of bone were removed with Hoffman’s forceps. 

Palpation of the dura mater revealed a softened area which was 
suspicious of, but not diagnostic of, fluctuation. An aspiration with a 
Pravaz. syringe revealed only subarachnoid fluid. The bony disc was 
replaced, the periosteum reunited with catgut sutures and thecutanco- 
musctilar structures with silk. 

There were no after complications. Pulsation continued in the 
operated region for twelve days, but the wound healed by first 
intention. In twenty-four hours improvement was noted and the 
patient remained under observation lor six months and had only two 
slight attacks, his general health improved steadily. 

The second case was one of cortical epilepsy of traumatic origin in 
a woman, twenty-five ycarsof age, who was struck, when seven years old, 
in the right parietal region, a wooden peg remaining imbedded in the 
cranial cavity for some minutes. Immediately following the accident 
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she experienced a pricking sensation which has never disappeared. 
Her first attack of epilepsy occurred two years later and she had 
recurrences of varying severity every four or five months until finally 
they became more frequent and of longer duration. Examination 
revealed a depressed scar about 3 cm. from the sagittal suture appar¬ 
ently without bone between it and the brain. Following the direction 
of the right fissure of Rolando a large incision was made and the break 
in the bony vault was laid bare. This was enlarged and some fibrous 
tissue adhering to the dura was removed. The thermo cautery not 
controlling the hemorrhage satisfactorily, the wound was packed with 
gauze saturated in an antiseptic solution of cocaine and the (lap 
sutured. No convulsions were observed during the next six months. 

The third case was also a woman, nineteen years of age, with 
traumatic epilepsy localized in the motor center of the left side. 
Ten years before she had received a severe contusion over the occiput. 
Her first convulsion occurred four years later. The dura was found 
distended and adherent to the cranial vault corresponding to the lower 
part of the motor zone. 

Incision of the dura revealed five miliary nodules under the 
arachnoid. On opening this latter membrane a quantity of sero¬ 
fibrinous fluid escaped (circumscribed leptomeningitis). The patient 
had infrequent and slight attacks during the followipg four months. 
The fourth case, a woman, twenty-one years old, received a traumatism 
during infancy. She had frequent epileptic attacks localized in the 
right motor zone. Four oval osseous plates about 8 mm. wide and 12 
long were found pressing on the dura and removed. During the next 
four months there were no attacks. 

Dit. Taussini also reported a case of trephining for epilepsy in a 
man who had his first attack when eighteen years old. This patient had 
a marked asymmetry of the skull, which was characterized by an 
increased height in the frontal bone on the right side; on the left 
there was a depression. 

A projection was also present on the right which corresponded 
to the coronal suture. Behind the raised portion of the bone there 
was a transverse fitrrow about 6 cm. long in which distinct pulsa¬ 
tions were seen. 
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This furrow was laid bare and it was found to he a fissure in the 
skull about 6 cm. in length and i cm. in width, extending to the 
median line. Its margins, particularly the posterior one were 
irregular. 

The anterior margin having been smoothed off with a scalpel, 
the hone was divided with a saw, about \'/i cm. behind the posterior 
margin of the fissure and parallel with it. Thus a strip of bone, 
about 5 cm. long and i cm. wide, was removed together with a 
disc (of about 2 cm. in diameter) by the use of a trephine near the 
median line at the innermost (or uppermost) part of the incision. 
The bone being markedly thicker than normal, and the dura mater 
very adherent, a second disc was removed close to the first, but then 
the bone seemed nearer the normal thickness and the adhesions were 
very slight. The dura mater, though thickened, was lacerated, but 
there was very little hemorrhage. The cerebral surface presented no 
alterations, except a congested state of the pia mater. The large gap 
was plugged with iodoform gauze and the wound closed. During the 
five months following the operation, the patient remained well, and 
became docile and rpiiet. Some slight but very short attacks were 
followed by their complete disappearance. None were observed for 
two months. 

Dr. Ckci repotted a ease of craniotomy in hemiplegia due to cortical 
compression .—The patient, a sea-captain, who had been accidentally 
wounded by a sailor's cutlass, both in the head and the metacarpal 
phalanx of his left thumb, was athletic in appearance, and the muscles 
on the healthy side were well developed and strong. There was loss 
of voluntary movements in the left ha’f of the body (less complete 
in the lower limbs). The muscles of the left half of the face, tongue, 
uvula, shoulder and tl roat and the upper limbs were completely 
paralyzed. Contracture of fore arm and hand, the muscles showing 
fibrillary contractions. The fingers were bent on the hand, the 
thumb lying below the other fingers. Pupils the same on both sides, 
but the left iris contracted more slowly ^than the right. The sensi- 
bi'ty in the paralyzed parts was nearly normal. The patient was 
short sighted and used spectacles; he read equally well and at the 
same distance with both eyes. Veins of pupils somewhat dilated. 
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lie heard the ticking of the watch at 40 cm. on the right, and at 20 on 
the left. Noticed smells equally well with both nostrils. Taste nor¬ 
mal except at tip of tongue. Speech notably affected. 

There were observed in the parietal region : 

1st. A linear scar 6 cm. in length, beginning in the sagittal 
line, 1 cm. in front of the vertex capitis and running at an angle of 
40 0 from that line corresponding closely to the fissure of Rolando, 
found and marked on the head by Championnicrc’s method. 2d. A 
second scar outside of the first at a distance of 1,4 mm., parallel to it 
and 3 cm. in length. 3d. A third scar, beginning at 15 mm. be¬ 
hind the vertex, making an angle of 12 0 with the sagittal line, and 
running 4 cm. posteriorly. .|th. A mass of granulations of ellipti¬ 
cal shape outlined by scar-tissue on its borders. From the upper half 
of the wound a necrosed fragment of bone extruded. The fragment 
appeared to be immovable and was surrounded by grannlation-tissue, 
running downward for a distance of 2 cm. and the width of 12 mm. 
Two swellings in the right parietal region were also observed, the 
posterior pulsating, the anterior very hard. A furrow between these 
two swellings corresponded to Rolando’s line. 

At the beginning of the anesthetization, contractions were 
noticed in the paralyzed side of the face. The patient became 
cyanotic and breathed very badly whenever complete anesthesia 
was attempted. An incision, starling from the upper part of the 
wound and running along the upper limit of the two swellings was 
made. The fragment of bone—necrotic in its exposed portion was 
connected with the living bone, and bent toward the anterior and 
superior portion of the parietal region. The incision, circumscribed 
both the hard bony and the pulsating swellings, anteriorly and 
downward, thus forming a quadrangled flap with its base in the 
pulsating swelling. In detaching the borders of the upper part of 
the incision from the skull, there was observed diverse lines of fracture 
of the parietal bone which appeared divided into multiple fragments, 
all firmly united with fibrouj callus. The superior, anterior and in¬ 
ferior sides of the osseous part were cut with a scalpel. With two 
divergent superior incisions a median flap and two lateral ones were 
made. With an inferior-posterior incision, beginning from the 
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inferior-posterior part of the ulcer, two lateral flaps were also 
formed. The injured parietal region was thus amply exposed. 

It was found that the bony fragment, issuing posteriorly was 
deeply depressed, and there existed above it two other fragments, the 
one (posterior and superior) being inclined forward and the other on 
a normal level. It was necessary to remove with the scalpel the 
anterior and superior fragment in order to tear out the pieces below 
it. This fragment formed part of the sagittal suture. 

All the sunken fragments having been removed, there remained 
an osseous gap, whose greatest diameter was 12 cm. The com¬ 
pression caused by the depression and the superposition of fragments 
over the entire cortical motor zone being obviously sufficient by itself 
to account for the hemiplegia, all the incisions were carefully disin¬ 
fected and sutured after the complete removal of every compression 
of the dura. 

Progress after operation nearly apyrctic. Highest temperature 
37.9 0 on 41I1 day, and 38° on 5th day. I Icaling of wound per primam. 

Noticeable improvement of left lower limb after the 4th day, 
voluntary movements increasing from day to day. After two weeks, 
the patient could (lex the thigh on the body and leg to the thigh 
in an acute angle. Movements of the shoulder and arms appeared. 
Increased sensibility. Faradisation of muscles of the left half of his 
body on the 16th day. The patient was able, on the 20th day, to 
rise from bed with the assistance of the nurse. Hut contractions re- 
occurrcd first in the shoulder and then in the arm. The patient was 
very intolerant and would laugh loudly on the slightest provocation. 

Another operation was proposed for the purpose of opening the 
meninges, exploring the brain and removing the cicatricial meninges 
which probably adhered to the convolutions. The existence of 
suppuration in the wound prevented incision into the dura mater, 
and the patient refused to submit to another operation and left the 
hospital. He was able, however, to go up the stairs and to walk 
about by the aid of a nurse. 

After a month lie returned to undergo a second operation, for 
complete cure. But his surprising improvement, and the fact that the 
cerebral pulsations in the place of the lost osseous substance showed 
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that there was no longer cerebral compression, contra-indicated 
another operation. lie walked with a cane. There was slight facial 
paresis; tongue and uvula slightly deviated to one side. Movements 
of shoulder strong and complete. He moved his arm pretty well, 
forearm not so well, the hand still less, and least of all the fingers. 
Movements of the muscles of the thigh stronger and fuller than 
those of the leg. Extensor-muscles over the whole side more 
energetic than the flexor-muscles. Contractures less frequent and 
of shorter duration. The right parietal region (the field of oper¬ 
ation) was considerably depressed, respiratory movements and 
pulsation visible in its middle and lower part; they increased 
during muscular-efforts, and especially when coughing. 

Samuel Li.oyd. 


CHIP AULT ON TIIE SURGERY OF THE SPINAL CORD. 

During the past two or three years Chipault has contributed to 
the French periodicals a scries of articles which arc worthy of careful 
study on the part of those who are especially interested in the surgery 
of the spine. 1 

In the last of this series of articles he draws conclusions from all 
those that have preceded it and amends and adds to the statements 
formerly made. This paper is not accompanied by any tabulation of 
cases, but is rather a resume of all the work that has been done up to 
the present time. 

As a result of this study Chipault makes the statement that 
‘‘surgeons in attacking the spine and the cord have never done a suf¬ 
ficiently large and complete operation,” this is the deduction he 
reached after his observations in the dissecting rooms. 

When, however, he had tabulated all the cases and had himself 
operated several times lie says, as a result of these observations, “ the 
indications for interference are rare, very rare,” and finally lie adds 

^Gazette ties I Iof>ilauXy 1890, pp. So9,969, 9S1, Archives Generates tie A/eiii- 
eiue t VII. Seiics 1890, V. II, pp. 444, 560, 676; Rtvue tie C/tirurgie, Oct., Nov., and 
Dec., 1890; Rtvue tie C/iirurgie, Nov., 1891; Rtvue tie C/iirurgic, August, 1892. 
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that “at least we have the satisfaction of understanding better and 
outlining the diagnosis of the levels of the lesions of the spinal cord, 
which until now were imperfectly recognized.’’ 

In giving the synopsis of the different terms suggested for the 
operation he has omitted the one published I think by Mr. Davis- 
Colley in the London Lance/, rachiolomy. 

The first point discussed is the technique of the method of ex¬ 
posing the posterior surface of the spinal cord. The different in¬ 
cisions through the skin and soft parts arc detailed and it is stated 
“ that it is necessary to firmly fix the skin before incising it, because, 
at least in Pott’s disease, the presence of subcutaneous serous bursa; 
allow it to readily slip upon the spinous processes. The abundant 
venous hemorrhage should be arrested by patient compression of the 
wound before attacking the bone. Sometimes this part of the opera¬ 
tion is complicated by a fresh bleeding coming from the spongy tissue 
and some arterioles. Hemorrhage has no especial interest in the 
lumbar or dorsal regions, but is much more serious in the neck since 
three times death has resulted in this region in consequence of a lesion 
of the vertebral artery. 

Chipault advocates the removal of the bone with the cutting bone 
forceps of Mathieu. The periosteum should always be preserved for 
since M. Ollier has demonstrated on dogs that after a subperiosteal 
resection of the bone a very good osseous canal is reproduced Chipault 
has remarked that in five children upon whom he had operated the 
same result was manifest. (Upon three this was determined by palpa¬ 
tion, but the other two were examined post-mortem.) 

“The surgical rule should be to have a large bony opening, even 
very large, long and large.” 

It is now considered advisable to open the dura in all cases, but 
Chipault thinks that “ where there is a tubercular peripachymenin¬ 
gitis, unless there is a co-existing tubercular lesion of the pia mater, it 
might cause a tubercular meningeal infection and is not necessary; 
where there is an extra dural tumor it is equally useless, but where 
there is a traumatism on the contrary it is always indicated.” 

“ There is one sign which indicates the integrity of the meninges, 
i. e., the motion in the dura depending upon the pulse and respiration. 
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The absence of this indicates an intra-mcningeal tumor, or a ring 
of adhesions between the membranes and the cord shutting off the 
circulation of the cerebro-spinal fluid.” This pulsation is not present 
when the membranes have been the scat of a pathological compres¬ 
sion either from without or within but it returns in a few minutesafter 
its removal if it has not been too prolonged or too intense. This 
return of the pulsation is a good sign. If it does not reappear it is 
because the compression has produced some intra-mcningeal lesion 
which should be explored. 

Chipault has also, on the cadaver in two cases of fracture of the 
spine with a complete section of the spine experimented to determine 
the possibility of bringing the several ends of the cord into apposition 
and securing union of the segments, the possibility of which pro¬ 
cedure has been suggested by Maydl, Duncan, Morris and Abbe, but 
they have all found the undertaking impossible. So Chipault 
in these post-mortem cases found that the retraction of the 
medullary segments and the extent of the sclerosis necessitated the 
resection of several centimeters after which the lack of elasticity of 
the cord and the resistance'of the ligaments of the pia mater oppose 
the approach of the healthy ends. On the contrary, where a recent 
section has been made by a cutting instrument, suture of the cord 
which is in reality only a suture of the membranes is possible on the 
cadaver and undoubtedly equally possible in the living subject. 

Second .—Puncture of the lumbar vertebra was first practiced by 
Essex Wyntcr and then by Quincke. A trocar and canula are 
plunged, after an incision of the skin or a resection of an arch through 
the dura in the third or fourth lumbar space. The trocar is then 
withdrawn and a rubber tube is attached to the canula and the free 
end of the tube is inserted into the glass for the reception of the fluid. 
This trocar measures from o.G to 1.2 millimeters in diameter. After 
the removal of the trocar the wound is dressed with iodo¬ 
form-collodion and bandages, and rest in bed should be enjoined. 
When it is desired to have the opening in the membrane remain 
patent for a longer time a bistoury may be employed and a longitudi¬ 
nal incision may be made. With an incision 4 millimeters long the 
opening remained patulous for eight days. 
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Anaesthesia which is not necessary in lumbar puncture and needs 
no special consideration in Treves' operation ought to be when 
laminectomy is performed very profound at the moment of incising the 
dura mater and during the exploration of the cord and of the nerves. 

It is evident that in the examination of very sensitive and delicate 
organs the least movement would be disastrous. (It has been proven 
by abundant clinical experience so far as the dura is concerned that 
such a profound anesthesia is not essential. This membrane is by no 
means so sensitive as Ilorsley was led to believe by his first case. S. 
Id.) Anesthesia becomes exceptionally troublesome when the lesion 
is high up and accompanied by respiratory difficulties which are ex¬ 
aggerated by the lateral or ventral position necessary for the per¬ 
formance of the operation. Several deaths from chloroform and 
ether have already been noted among the comparatively small number 
of operations in this region and consequently the greatest precautions 
are necessary. Auffrct has suggested the use of cocaine. 

More important than the nature of the anaesthesia is to 
reduce the effects of the shock from the operation, which is particu¬ 
larly marked when the manipulation of the nerve centers has been 
long and painful. Chipault has never had or seen a serious shock in 
these cases, but reproduces Uercum’s advice concerning its manage¬ 
ment. 

It is equally indispensable after all spinal operations to immobi¬ 
lize the vertebral column for a longer or shorter lime and more or less 
completely. The neglect of this precaution hasentailed serious con¬ 
sequences, which might have been avoided by the employment of 
some method of support added to the employment of the surgical 
means for attaining consolidation (preservation of the periosteum, 
wiring suture of the vertebra;). 


Samuel Lloyu. 
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czerny’s recent experience in the operative 

TREATMENT OF CARCINOMA OF THE RECTUM. 1 

The author, in the present contribution, begins his observations 
with the year 1886, at a date when the indications for operative inter¬ 
ference had become clearer and cxacter than formerly, when at the 
Heidelberg Clinic they began to perform radical operations for carcinoma 
recti in cases where they had heretofore performed colostomy or had 
abandoned them as hopeless cases. The number of cases observed 
between the years 1886 to 1891 (inclusive)—six years, amounts 
to eighty-two. Of these 82, 08 (83 per cent.) were subjected to 
radical operations, on 8 (to per cent.) palliative operations were 
performed—(5 Colostomies, 3 Curcttcmcnts); and only six patients 
(7 per cent.) were refused an operation. The number of exstirpations 
increased from year to year, while that of Colostomies and 
Curettings is decreasing. 

Four different methods of operations were employed: 1. The 
original method of Lisfnvu with circular circumcision of the anus 
(17 times). 2. Dilffenbiuh's method .—Posterior and anterior in¬ 
cision of the raping and preservation of a peripheral portion of the 
rectum and sphincter (15 times). 3. Kochers method ,—Posterior 
vertical incision and removal of the os coccygis, twice. 4. Krashe's 
method .—Resection of lower segment of the sacrum, 34 limes. The 
peritoneum was always opened when necessary. Ol the 32 cases of 
perineal extirpations, one case only resulted in death (from collapse 
after severe hemorrhage) ; this corresponds to a mortality of 3^ per 
cent. With the sacral method, the losses were heavier. Of 36 
patients, 7 died, a mortality of ip/j per cent. 

The total mortality of all the cases of extirpation of the rectum 
amounted to per cent. 

None of the cases treated by curetting and cautery (3 cases), nor 
of those subjected to colostomy (5 cases), died. 

Now the following questions remain to be answered : IIow great 
as been the success in prolonging the life of the patients by the 

Dr. G. B. Schmidt, of Heidelberg, in BeitrSge zur klinische Chirurgie, Bd 
IX, lift II, 1892. 
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operation? How many remain permanently cured? How many live 
with a recurrence, and how many have perished from a new formation 
of the growth? Further, it remains to be considered, whether those 
who have been liberated from their sufferings, have been made again 
useful members of society, and been rendered capable of work ? 

Of the thirty patients on whom, in the course of the last six 
years, the perineal operation was performed and who left the 
hospital, :6 (53^ per cent.) have since died. The duration of their 
life after the operation amounted on an average to two years; the 
longest duration was four years, no data are known about four 
patients. The ten remaining, (33^5) are alive and they report in¬ 
crease in body weight and well being. 

Of the patients on whom the sacral method was practiced and 
who left the hospital, nine died in the course of the six years, (31 per 
cent.) from local recurrence, mctastascs, etc. Eighteen (62 per cent.) 
are alive, of whom six patients have passed the critical period of two 
years. 

The reports from these patients arc, in general, very good. 
Most of them are at work as before. 

A principle question in the analysis of the results obtained, is the 
re-establishment of continence, upon which often rests the future use¬ 
fulness and happiness of the patient. 

The most ideal results in this direction, have been, however, only 
obtained in those few sacral operations, where it was possible to 
employ a circular suture of the gut. In these cases, absolute con¬ 
tinence and perfect function of the sphincter was obtained. Band¬ 
ages and pads were used to close temporarily the newly formed anus. 
For the sacral anus, llochenegg’s occluding pad seems to be the most 
appropriate; it is made after a plastcr-of-paris cast of the opening 
of the new anus. 


Albert Pick. 
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BOISLEUX ON INTRALIGAMENTOUS ELYTROTOMY AND ITS 
INDICATIONS. 1 

Boislcux states that for the last two years he lias used in his clinic 
the There Brandt method, as he saw it employed in the clinic of Dr. 
Ziegenspeck in Munich. As is well known, this method aims at the 
manual separating of the adhesions of the retrovertcd or retroficxed 
uterus and of the adnexa. By this means he has succeeded in affect¬ 
ing a lasting improvement or even a complete cure in a large part of 
his patients. Among twenty cases of retroflexio fixata were, however 
eight which absolutely resisted this treatment. 

One of the latter cases was a thirty-one year old woman, who 
three years before had been treated by the Sclmltzc method for fixed 
retrofiexion, and who had for fourteen months worn a pessary. When 
the patient presented herself for treatment in October, 1890, the 
uterus again lay fixed in retrofiexion. 

From November, 1890, until December, 1891, the Thnrc Brandt 
method was persistingly employed to affect a separation of the adhe¬ 
sions. Finally, in order not to again have to go through with the 
hopeless process of Sclmltzc, it was decided to employ another pro¬ 
cedure, and open into the pouch of Douglas, as Sclmltzc and Saengcr 
some years ago suggested. 

On the ground of exact anatomical consideration of the field of 
operation, under no circumstances should the sacro-utcrinc ligaments 
be injured or the transverse incision employed. The longitudinal 
median incision, which alone comes into consideration, should not be 
made immediately at the neck of the uterus, but about 1 cm. pos¬ 
teriorly. Then the sacro-utcrine ligaments will not be divided at their 
insertion into the cervix. It may be stated tfiat these ligaments begin 
where the posterior vaginal wall is attached to the uterus, inclose the 
rectum, and on either side insert themselves into the third and fourth 
transverse processes of the sacrum. They play an important r 61 e in 
maintaining the uterus in position ; inasmuch as a shortening of these 
bands tilts the organ forwards, while a relaxation or division of their 
fibers is, among otherjtliings, a cause of prolapsus. When the uterus 

'Ccntralblatt fOrGynekol., 1892, No. 29. 
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is lifted tip with the finger on the posterior lip of the cervix these two 
bands can be distinctly felt, and between them the depression which 
corresponds to the pouch of Douglas. Attention to these anatomical 
relations is of importance in the second part of the operation, which 
is as follows: 

The patient is placed in the usual dorsal position tor vaginal 
operations. A 2 per cent, carbolic solution and a 3 per cent, boracic 
acid solution arc at hand : also a curette, forceps,'needle-holder, etc. 
l r or drainage two rubber tubes, 7 mm. thick, arc used, through the 
upper ends of which is passed a transverse piece about 5 cm. long, 
forming a T. The bladder and rectum must of course be emptied. 
When the patient is chloroformed, the vagina is cleansed, and the ' 
cavity of the uterus curetted. Then for five minutes the positive gal- 
vanocaustic is applied with the hollow sound of Apostoli. And 
finally a strip of iodo-form gauze is introduced into the uterine canal. 
The curetting is indicated, because in the most cases the adhesions 
arc the result of an inflammation, the causes of which are materially 
removed by curetting and cauterization. 

The pelvis is now brought up into the highest possible position, 
to prevent the intestines and omentum from falling forwards in the 
way during the manipulations. Martin’s speculum is introduced , the 
posterior lip of the cervix is held with the hooked forceps; and the 
vagina is dilated by means of two lateral retractors. As the assistant 
draws the forceps upwards, two bands are seen running backwards from 
the cervix, which are the tense sacro-nterine ligaments, whose lower 
ends, as they enter the uterus, include the cul-de-sac of Douglas. The 
knife is now introduced in the median line, 1 cm. behind the neck 
of the uterus, and the retro-uterine sac opened by a longitudinal incis¬ 
ion to the extent of 4-6 cm. While the incision is being made a 
finger of the other hand is held in the rectum. The left finger should 
now be disinfected, and introduced into the wound opening, while the 
assistant allows the forceps to fall into the hand of the operator. 

The right hand upon the abdomen endeavors to find the body 
of uterus, and bring it forwards, while the left index finger frees 
the posterior surface of the uterus from all adhesions. There are 
cases in which this can be easily accomplished; in the cases of 



